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MESSAGE FROM 
THE EXECUTIVE SECRETARY 


A} its first opportunity following the United Nations 
General Assembly special session on HIV/AIDS, the Commission, at 
its fifty-eighth session in April 2002, adopted as its theme topic for 
the fifty-ninth session “Integrating economic and social concerns, 
especially HIV/AIDS, in meeting the needs of the region”. 


Never before in the region’s development history have so many 
lives depended on such life-and-death decisions as those now facing 
the Governments of Asia and the Pacific. These decisions are both 
difficult and troubling. How should overall development strategies 
be adjusted to incorporate action against the spread of HIV/AIDS? 
With over 600 million young people, all highly vulnerable, what 
is the priority of resource allocation for targeting this group that 
represents the promise of Asian and Pacific societies? How necessary 
is it to divert national resources immediately to significantly 
strengthen a prevention, treatment, care and support continuum? 
Should Governments promote compassion and care for people living 
with HIV/AIDS and reduce the stigma and discrimination against 
them? 


These issues are troubling because they touch sensitivities that 
have seldom been openly discussed in Asian and Pacific societies — 
private thoughts and behaviour related to sexuality, and issues of 
illegal behaviour. These issues make every one of us uncomfortable 
because the search for solutions requires a fundamental questioning 
of established positions. It requires that we break out of mental 
boxes, that we dare to act with courage on matters that are taboo. 


And yet the HIV/AIDS pandemic has already crept into 
our societies, even as debates continue over whether or not to 
acknowledge the existence of factors that cause its entry and fuel its 
spread. 


HIV can infect anyone and. HIV/AIDS affects everyone. The 
health consequences of infectiori are well kitown. Less appreciated is 
the impact of HIV/AIDS: 0a. individuals ‘and households in terms of 


ill 


falls in incomes and standards of living. If left unchecked, the 
epidemic has the potential to reverse the social and economic 
progress achieved by most countries and territories in the region over 
the past five decades. 


With the prospect that infection rates will increase unless 
immediate action is taken, Governments in the region are faced with 
hard social, political, ethical and economic choices, which go far 
beyond the purely medical ones. 


To stem the tide of the pandemic, we need political commit- 
ment and will, at the highest level of government, to ensure that 
adequate resources are available to support comprehensive, strategic 
and expanded responses on HIV/AIDS prevention, treatment, care 
and support. We also need the understanding and commitment of 
everyone in government, and in civil society, regardless of rank and 
status. 


This study outlines a number of policy choices for Government 
consideration. 


The peoples of the Asian and Pacific region, including people 
living with HIV/AIDS, will look back upon this day as a moment of 
opportunity. It is our collective responsibility to rise to our moral 
duty at this historic juncture. Let us dare to join in saving millions 


from certain death. 
Oi as 


Kim Hak-Su 


Executive Secretary 
ESCAP 
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INTRODUCTION 


Deal With Things In Their State Of Not-Yet-Being, 

Put Them In Order Before They Have Got Into Confusion, 

For ‘The Tree Big As Man's Embrace Began’ As A Tiny Sprout, 
The Tower Nine Storeys High Began With A Heap Of Earth, 
The Journey Of A Thousand Leagues Began With What Was 
Under The Feet. 


Lao Zi in Dao De Jing 


0. the two decades since HIV/AIDS was first discovered, 
it has gone from being an enigmatic, uncommon disease to a less 
mysterious, rampant pandemic. No region has been spared its 
impact. Few are unaware of its presence. 


The spectre of HIV/AIDS is already here, casting a dark 
shadow over the Asian and Pacific region. The epidemic is a clear 
and present danger. It threatens to unravel achievements gained. It 
also threatens to stall future progress. 


At the same time, in many parts of the region, the response to 
HIV/AIDS is still driven by widespread lack of understanding of its 
true implications. In too many cases, unfounded assumptions and 
myths dictate personal and public attitudes and behaviour. Can this 
region afford the consequences of not addressing this issue? 


The Asian and Pacific region now accounts for 1 in every 5 new 
HIV infections worldwide. In 2002, AIDS claimed approximately 
half a million lives in the region. In the same year, an estimated 1 
million adults, children and young people acquired HIV. In all, over 
8 million people were living with the virus in the region by the end 
of 2002, of whom 2.6 million were young people aged 15 to 24. 


So where do we begin in the search for solutions? The answer 
is simple: from within the region, by looking at our own recent 
development path, and by looking beyond the region for lessons that 
have emerged where the pandemic is more advanced or where 
preemptive action has been rapid and comprehensive. 


In the past half-century, the Asian and Pacific region has 
emerged as a powerhouse of the world economy. It has transformed 
itself from the servitude of a colonized, backward past to the dignity 
of a vibrant, dynamic present. This is a transformation made 
possible largely through a judicious balance of social concern and 
economic development. 


Given the many ways in which HIV/AIDS proliferates and 
affects our societies, the solutions too need a multi-pronged 
approach. The region’s experience in marrying social and economic 
policies is vital to tackling the pandemic in all its dimensions. 


Chapter I of this theme study highlights the best-known 
examples of development success in the ESCAP region — the “tiger” 
economies. The “tigers” became leaders in the world economy on a 
rich diet of social development in their years of infancy. The key role 
of State investments in public health and education is studied and 
lessons are drawn. 


Chapter I also looks at the unfinished tasks and emerging 
challenges before the region. They are examined to understand the 
broader development context and implications of a HIV/AIDS 
pandemic in the region, as also what actions would be required to 
avert the catastrophe that such a pandemic would wreak. 


The Commission’s timely wisdom in taking up HIV/AIDS as 
a theme topic for its fifty-ninth annual session becomes even clearer 
in chapter II of the study. The status and trends of the HIV/AIDS 
pandemic, both globally and in the ESCAP region, are analysed. 
Several unfounded assumptions about HIV/AIDS that hamper the 
development of effective policies and intervention are examined. 
Facts about the HIV/AIDS pandemic, the path of its progression and 
the accumulated experience of affected countries are explained. 


While the figures alone are sufficient cause for concern, the 
study goes beyond abstract numbers to highlight the vulnerability of 
diverse groups (chapter III). Everyone is vulnerable. At the same 
time, certain groups are more vulnerable because of circumstances 
that have influenced their choices and shaped their behaviour. 


At the heart of people’s vulnerability are issues hitherto seldom 
discussed in policy-making forums, but which must now be openly 
and frankly discussed in a courageous search for fundamental, long- 
term solutions to save our societies. One such issue is how people 
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fulfil a basic personal need related to their sexuality. Another issue is 
how the dynamics of gender inequality tip the balance in favour of 
the spread of the virus. A third issue is that of injecting drug use and 
its nexus with sexual behaviour. The impact of the HIV/AIDS 


pandemic on young people, women, children and older persons is 
also discussed in chapter III. 


Chapter IV describes the enormous costs on Asian and Pacific 
societies, if the correct responses were not to be quickly put in place, 
while the pandemic is still at a fairly early stage in this region. 
Chapter IV focuses attention on the implications of the pandemic for 
key aspects of development, from human resources development to 
agriculture and business. 


The chapter outlines both the costs of inaction and the costs 
involved in meeting head on the development challenge posed by 
the spread of HIV/AIDS. Given the immediacy of the responses that 
need to be mounted across the Asian and Pacific region, chapter IV 
looks into the financial resources required to take on the HIV/AIDS 
challenge on a pragmatic, day-to-day basis. 


Building on the analyses in chapters I through IV, the contours 
of what needs to be done emerge in chapter V. Chapter V spells 
out the “next steps” that Governments of the region could take. 
It contains policy options, both long- and short-term, to be 
adopted to keep societies of this region prosperous and _ healthy. 
Chapter V presents choices that could stave off one of the greatest 
threats that over half of humanity faces today, living in Asia and the 
Pacific. 


Overall, this theme study is designed to serve as a policy tool. 
It uses the wealth of knowledge and research available on the subject 
of HIV/AIDS. UNESCAP has drawn on its own work on the subject 
and on the experiences of United Nations partners, such as UNAIDS 
and its cosponsors. 


The theme study has two companion volumes: Saving our 
Future: Multiministerial Action Guide; and HIV/AIDS Prevention, Care 
and Support: Stories from the Community. All three complement each 
other and together form a set to facilitate reflection by policy makers 
towards the development of meaningful and comprehensive national 
responses to the epidemic in their respective countries and _ terri- 
tories. 


Introduction 


Importantly, the study examines the HIV/AIDS epidemic as a 
developmental challenge that concerns all sectors of government and 
society, not just the medical community alone. This is because the 
underlying causes that promote the spread of HIV/AIDS are, in 
the first place, development problems. These problems need to be 
addressed together with the proximate factors that fuel the spread of 
the virus. 


The theme study for the fifty-ninth Commissionn session there- 
fore calls for a shift in the paradigm of the Asian and Pacific response 
to HIV/AIDS: from a predominantly “medical health” paradigm to a 
“development +” paradigm that encompasses economic and social 
development, including health. 
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CHAPTER | 


SUSTAINING ECONOMIC AND 
SOCIAL GOALS 


“Knowing is not enough; we must apply. 
Willing is not enough; we must do.” 


Goethe 


0. the final decades of the twentieth century, Asia and the 
Pacific registered the highest economic growth rates in the world, a 
feat that is now well known. Less commonly known is the fact that 
the success rested on a foundation of State-led policies that promoted 
improved health and education, skills development and greater 
equity in access to land, capital and new technologies. These impres- 
sive achievements in social development were the prime catalysts for 
high economic growth. 


This chapter highlights the achievements of the “tiger” econo- 
mies of the Asian and Pacific region as examples of the positive links 
that can be forged between policies that promote social development 
and those that encourage economic growth. In particular, it examines 
how the integration of long-term economic policies with social 
priorities, such as health and education, has helped to spur admir- 
able development in the region. 


The chapter also surveys some of the challenges that still 
confront the region, not least the uneven nature of its development. 
In addition, the experience of the Asian financial crisis is reviewed as 
a reminder that vigilance is required to guard against setbacks and 
crises that can reverse the gains of the past. 


A. Achievements in the Asian and Pacific region 
1. Economic progress 


(a) High growth rates 


The economic growth of Asia and the Pacific occurred rapidly 
in the last three to four decades of the twentieth century. During that 
period, East Asia and the Pacific grew faster than any other region in 
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Figure I.1. GDP growth rates, world and selected regions, 1961-1996 


East Asia and the Pacific 
South Asia 

Latin America and Caribbean 
Sub-Saharan Africa 


World 


0% 1% ae 6 |=63% 4% 5% 6% 7% 8% 


Sources: ICSEAD (International Centre for the Study of East Asian Development), “Recent trends and 
prospects for major Asian economies”, East Asian Economic Perspectives, vol. 10 (Special Issue, February 1999); 
Danny, Leipziger and Vinod Thomas, “An overview of East Asian experience, in Danny Leipziger, ed., Lessons from 
East Asia (Ann Arbor, Michigan, University of Michigan Press, 1999 and World Bank, World Development Indicators 
2000. (Washington, 2000), available on CD-ROM (as quoted in M.G. Quibria, “Growth and poverty: lessons from 
the East Asian miracle revisited” (http:/huww.adbi.org/PDF/wp/rp33.pdf, February 2002). 


the world, registering almost twice the average global rate of growth 
(Figure I.1). 


Between 1961 and 1996, the longest period over which compa- 
rable data are available, the newly industrialized economies (NIEs) of 
Hong Kong, China; the Republic of Korea; Singapore; and Taiwan 
Province of China grew at more than 8 per cent, while South East- 
Asian economies grew at about 7 per cent annually. This growth 
translated into a remarkable rise in overall economic prosperity. 


In 1960, the gross national product (GNP) per person in the 
NIEs as a whole was a mere 16 per cent of that in the United States: 
by 1995, it had ballooned to 77 per cent. In the South-East Asian 
economies alone, over the same period, the GNP per person increased 
from only 4 per cent of that in the United States to 10 per cent. 
It added up to a spectacular performance: in roughly three decades, 
the average income levels of the NIEs rose more than ninefold. 


With the exception of several European countries in the imme- 
diate post-Second World War period, growth rates of such magnitude 
- and duration — are unprecedented in recent history. In a single 
generation, NIEs such as Hong Kong, China; the Republic of Korea; 
Singapore; and Taiwan Province of China achieved what had taken 
the advanced economies of Western Europe several centuries to do 
(Quibria 2002, p. 1). 
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(b) Diminishing poverty 


Among the most obvious 
gains was the overall decline in 
poverty levels. In the 1960s, 
poverty had been pervasive in the 
region. By the 1990s, it had been 
considerably reduced, though by 
no means entirely eliminated. 
South-East Asian countries such as 
Indonesia, Malaysia and Thailand 
made dramatic strides in poverty 
reduction. By the mid-1990s, in 
both Indonesia and Thailand, a 
quarter as many people were 
living under the US$ 1 per day 
poverty line, compared with the 


Box 1.1. Gender and prosperity 


Reducing the "gender gap" in health and educa- 
tion decreases individual poverty and encourages 
economic growth (UNFPA 2002, p. 8). A comparison 
between East and South Asia between 1960 and 1992 
shows that South Asia started with wider gender gaps 
in health and education and closed them more slowly. 
If gender gaps had closed at the same rate in the two 
subregions, South Asia would have increased its real 
GDP by close to 1 per cent. 


Source: UNFPA, The State of World Population 2002 (New 
York, 2002). 


mid-1970s. In Malaysia, the incidence of poverty had fallen to 
a low of between 1 and 2 per cent by the beginning of 1998 
(World Bank n.d.). In the ESCAP region as a whole, poverty 
(measured by income/consumption levels) declined in the last 
decade of the twentieth century (figure 1.2), despite the opposite 


Figure I.2. Incidence of extreme poverty by subregion, 1990-1998 


50 
45 
40 
35 ; sees 


living below $1.08 a day 


Percentage of population 
(1993 purchasing power parity) 


1987 


ame =F ast Asia 


1996 1998 


weee= [East Asia excluding China 


ewer Eastern Europe and Central Asia === South Asia 


Source: Based on World Bank, World Development Report 2000/2001: Attacking Poverty (New York, Oxford 
University Press, 2001). 
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trend in Central Asia. Poverty reduction in East and South-East Asia, 
China and the Pacific was quite significant: the percentage of 
the population living below the poverty line fell from 27.6 per cent 
in 1990 to 15.3 per cent in 1998. In South Asia, poverty reduction 
has been considerably slower. The incidence of poverty declined 
from 44 per cent of the population to 40 per cent in the same period. 
There have been exceptions. For example, in Central Asia, poverty 
rates rose from a very low 1.6 per cent to 5.1 per cent, largely owing 
to the transition from a central planning regime (where the State 
guaranteed full social protection) to a market economy (where a large 
share of social services has been commodified). 


(c) Disparities 


The reduction in poverty in the region, though impressive, has 
not been uniform even within specific countries. Most obvious are 
the enduringly wide disparities between urban and rural areas. Of 
the over 800 million people estimated in Asia and the Pacific who 
were living on less than US$ 1 per day in 1998, the majority — fully 
560 million — were living in rural areas (ESCAP 2002a, p. 23). 


Also evident are other disparities in income levels, which 
correspond to gender, ethnicity, caste and even geographical location. 
Farmers in rain-fed areas, forest dwellers, highlanders and indigenous 
people constitute the majority of poor people in many countries. 


2. Social progress 


The economic success stories of Asia and the Pacific developed 
on strong social foundations that had been established well before 
economic growth commenced. Improved health and access to educa- 
tion enabled much larger sections of society, and not least the poor, to 
contribute to the growth process and participate in and benefit from 
the opportunities that followed. 


(a) Improved health and life expectancy 


Asia achieved dramatic reductions in infant and child mortality 
rates in the second half of the twentieth century. Life expectancy 
rose notably as access to income, education, health-care and sanita- 
tion improved. 


Overall, the infant mortality rate in Asia (at 59 deaths per 
1,000 live births in the year 2000) is less than one third that in the 
early 1950s (figure 1.3). In countries such as India and Pakistan, 
infant mortality rates have tumbled. The success of immunization 
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Box I.2. The magic of land reform 


The progressive reform of land ownership in rural areas has been key in the eclectic ensem- 
ble of factors that have yielded success in South-East and East Asian economies. Extreme poverty 
is predominantly a rural phenomenon in Asia and the Pacific. Although rural poverty trends vary 


considerably from country to country, it is estimated that in many countries 80 to 90 per cent of 
the poor live in rural areas. 


In all developing regions, unequal and inadequate access to land is one of the primary 
causes of rural poverty. Countries that have achieved significant reductions in poverty levels over 
the past decades have done so largely by making policy decisions that favour the rural poor. 
Radical land redistribution, the elimination of absentee land ownership, resettlement and the 
imposition of land ownership ceilings have served as vigorous catalysts for empowerment and for 


Opening up new opportunities to the rural poor across much of East Asia and parts of South-East 
Asia: 


In the 1950s, the Republic of Korea and Taiwan Province of China followed Japan’s 
example and introduced reforms that displaced landlords, set limits on land ownership 
and gave tenants a stake in the land. 


e From 1960 to 1970, hundreds of thousands of smallholders were resettled on large-scale 
plantations in Malaysia and given titles to individual plots. The result was a marked 
reduction in the inequality of land holding. 


e Indonesia started out with a more unequal land ownership structure, but it too 
embarked on a major resettlement programme over the same period, with plantations 
broken up and parcelled out to smallholders. 


e China and Viet Nam broke the grip of landlords by collectivizing landholdings. 


As a result of such reforms, East Asia has attained one of the world’s most equal systems of 
land ownership. The Gini coefficient for land distribution is 0.33, compared with 0.70 for Latin 
America. 


Major benefits accrue from equitable rural land redistribution. For example, it: 


Empowers the rural poor by giving them direct access to a basic resource, namely, land. 
Provides farmers with incentives to make long-term investments. 

Improves the availability of food at the household level. 

Makes rural development more participatory. 


Encourages competition by making it more difficult for rural elites to corner the market. 


However, land reform tends to work best in tandem with other measures, including State 
investment in rural infrastructure, access to markets and credit, public investment in agricultural 
research and equitable international trade agreements. 


Sources: IFAD (International Fund for Agricultural Development), [FAD Strategy for Rural Poverty Reduction in 
Asia and the Pacific (Rome, IFAD, 2002); and Oxfam International, Growth with equity: an agenda for poverty reduction 
(London, OXFAM, 1997). 
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Figure I.3. Infant mortality rates in Asia and its most populous countries 
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Nations publication, Sales No. E.01.XIII-8, pp. 646). 


campaigns and health initiatives often as part of wide-scale maternal 
and child health-care programmes and continued improvements in 
living standards remain factors in this decline. 


Average life expectancy in the region has risen as a result. 
The average life expectancy at birth in Asia has increased by close to 
60 per cent since the early 1950s. This translates into an additional 26 


Box 1.3. Educated mothers, healthy children 


Women are the most direct caregivers of children in the 
home. Many child survival programmes have therefore focused 
on improving women’s education. Higher female literacy rates in 
turn increase women’s access to these outreach efforts, as well as 
their overall ability to remain informed about issues vital to their 


children’s survival. Therefore, increasing female literacy rates 
improves childhood survival. 


Source: Amar Hamoudi and Jeffrey Sachs, Economic consequences of 
health status: a review of the evidence, Center for International Development 
Working Paper No. 30 (Boston, Harvard University, December 1999). 


productive years for the 
average person. Bangla- 
desh, India and Indonesia 
saw life expectancy grow 
by 22, 24 and 28 years, re- 
spectively, in the past half 
century (United Nations 
2001a, pp. 522f). 


Such steep ___ rises 
in life expectancy rank 
among humankind’s great 
achievements. In the 
Asian and Pacific region, 
they were based on 
significant public health 
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Figure I.4. Life expectancy at birth in Asia, by subregion 
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Source: United Nations, World Population Prospects: The 2000 Revision. Volume I: Comprehensive Tables (United 
Nations publication, Sales No. E.01.XIII.8, pp. 624-629). 


advancements such as better access to clean drinking water, improved 
sanitation and expanded immunization of children, as well as 
improvements in nutrition. This progress was the fruit of wider 
improvements in socio-economic conditions, accompanied by progress 
in poverty reduction. 


Furthermore, in the 1950s and 1960s, many infectious diseases, 
such as malaria, cholera and tuberculosis, were increasingly brought 
under control thanks to active interventions by national Governments 
and multilateral bodies such as the World Health Organization 
(WHO) and the United Nations Children’s Fund (UNICEF). The 
development and widespread introduction of new drugs and medical 
technologies made possible greater control over the spread of these 
diseases, against a backdrop of concerted public education campaigns. 


Population and health policies also had a major influence 
in shaping the region’s demographic transformation (ESCAP 2002d, 
p. 3). National family planning programmes originated in South 
Asia. Starting with a bold initiative in India that launched the 
world’s first national family planning programme in 1952, such 
programmes were soon adopted elsewhere in the region. 


China, the world’s most populous country, also made significant 
strides in family planning. The impetus for launching these pro- 
grammes was the conviction that unchecked population growth 
would weaken national development (ESCAP 2002d). 


Sustaining economic and social goals 11 


12 


In the early 1970s, the sharp reduction in infant and child 
mortality caused population growth rates to peak. About 35 years 
ago, the population growth rates in Asia and the Pacific reached their 
peak of 2.4 per cent per annum and have been declining ever since. 
The rate is currently about 1.3 per cent per annum and is expected to 
go below 1 per cent by about 2015 (ESCAP 2002e, p. 2). 


(b) Primary and secondary education 


The economic and socio-cultural trends of the past 25 years have 
affected the levels of primary and secondary school enrolment, as well 
as gender equality in education. Progress is being made throughout 
the region, as countries recognize education as a high national priority 
that is integral to economic development and improvements in the 
quality of life. 


It is highly likely that, by the year 2015, the region will have 
moved closer to the millennium development goal of ensuring that 
children everywhere, boys and girls alike, will be able to complete a 
full course of primary schooling and that girls and boys will have 
equal access to all levels of education. Recent trends in overall gross 
enrolment ratios (GERs), which express the number of pupils at a 
given level of schooling relative to the total number of children in the 
relevant age group, for primary schools in Asia and the Pacific, point 
to a continued increase. From 1975 to 2000, South and West Asia saw 
GERs increase by 29 per cent, while progress in East and South-East 
Asia was about 10 per cent. Unfortunately, the economic malaise and 
erosion of social infrastructure has affected enrolment levels in the 
countries of Central Asia; there, primary school GERs fell by almost 8 
per cent between 1985 and 1995 (ADB 2001, p. 17). 


Some countries have moved energetically to increase school 
attendance and redress gender inequalities. As early as the 1970s, the 
Republic of Korea embarked on a major drive to achieve universal 
enrolment, abolishing primary school fees, expanding teacher-training 
and building new schools. By the mid-1980s, over 90 per cent of the 
country’s children were in school (ESCAP 2002a, p. 33). The Govern- 
ment of India has encouraged separate girls’ schools where necessary, 
provided scholarships to female students in several states and insti- 
tuted free tuition for girls (UNESCO 2001). In Pakistan, all new pri- 
mary schools are required to attain the ratio of 60 girls to 40 boys and 
proportions of 70 per cent female teachers to 30 per cent male instruc- 
tors (UNESCO 2000b). In Bangladesh, a 10-year government initiative 
offering families food as an incentive for educating their children has 
been implemented in approximately 5,000 schools. The programme 
has yielded a large improvement in attendance, with almost 15 per 
cent more girls attending classes than before (UNFPA 2002, p. 48). 
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However, progress 
in extending secondary 
education has been 
more uneven. Girls’ 
secondary schooling is 
virtually universal in 
the Republic of Korea, 
while enrolment rates in 


Box 1.4. Adult literacy 


In contrast to the impressive headway made in extending 
primary and secondary education, improvements in adult literacy 
rates have proved tougher to achieve. According to the most 
recent data available, of the 862 million illiterate people world- 
wide, around 606 million are living in the Asia-Pacific region, 


fully 70 per cent. 
Kazakhstan, Kyrgyzstan 


and Uzbekistan, though 
still impressive, have 
deteriorated since 1990. 
The Philippines and 
Thailand also are above 
the mean. Enrolment 
rates at the secondary 
level generally increased 
between 1975 and 1995, 
with extremely rapid 


In addition, gender remains a major determinant of adult 
literacy. In South Asia, there are 25 per cent more illiterate 
women than men, while in East Asia and the Pacific that gap has 
narrowed to less than 13 per cent. Disparities in literacy rates and 
literary attainment also vary greatly between countries. 


Nevertheless, important progress has been made in some 
countries, for instance India, where the latest decennial census for 
2001 indicates that during the previous decade literacy rates had 
increased by 10 per cent and that gender disparities in access to 
literacy had decreased by 7 points; for the first time since inde- 
pendence, the absolute numbers of illiterates had decreased by 32 
million persons. China, in spite of a 16 per cent increase in the 
— ™ comaninies adult population, has recorded a decrease in the number of adult 
such as Indonesia, illiterates from 182 million to 153 million, a reduction of 18.8 per 
where the share of en- cent. 
rolled secondary school 
children more _ than 
doubled to 48 per cent 
during the period (ADB 
2001, p. 16). 


Source: UNESCO, EFA Global Monitoring Report, 2002: Is the World on 
Track? (Paris, UNESCO, 2002). 


In five countries (China, Indonesia, Malaysia, Philippines and 
Republic of Korea), more than half the children of secondary school 
age were enrolled. In many countries, however, these achievements 
tend to benefit boys more than girls. In particular, the gender gap is 
wider at the secondary level than at the primary level. In South Asia, 
women on average accumulate only half as many years of education as 
men. And in secondary school, boys outnumber girls by five to three. 


It needs to be emphasized that the Dakar Framework for 
Action, Education for All also stipulates that the learning needs of all 
young people should be met through learning and life skills pro- 
grammes. It also stresses the importance of life skills in connection 
with the improvement of the quality of education. Direct measures of 
skills can be better predictors of successful participation in society 
than other indicators such as education credentials. Areas such as 
problem-solving, teamwork and knowledge about hygiene and nutri- 
tion are directly linked to the social and economic success of the 
young and adult population. 
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3. Health and wealth, a special relationship 


Considerable academic and policy attention has been focused 
on the correlation between health trends and economic performance 
patterns (WHO 2001a). 


Studies performed by the Commission on Macroeconomics and 
Health (CMH) (established by the World Health Organization in 
January 2000) and the United Nations Population Fund (UNFPA), for 
example, demonstrate that healthier societies are more productive 
(WHO 2001a; UNFPA 2002). They also show that health improve- 
ments act as a catalyst for more robust economic performance 
and serve as core components of social development. Such evidence 
indicates that health improvements in fact spur economic growth. 


(a) Healthier people, healthier economies 


Improved health status generates positive trends in household 
income, wealth creation, labour productivity, labour-force parti- 
cipation and savings and investment rates, among other benefits. 
Interpretations, however, differ as to the possible direction of 
causality between improved health and economic growth. Some 
studies hold that improved health is the result of improved economic 
development, while others conclude an inverse causality. Both 
positions might be valid in the sense that the relationship between 
good health and economic status might be a virtuous cycle in nature. 
Improved health may bring about economic success, just as economic 
success brings about improvements in health (WHO 2001a). 


Notwithstanding these debates, two points bear highlighting. 
First, a positive long-term relationship exists between improved 
health and economic performance. Second, the good health of a 
society is undeniably an end in itself. 


Over the past century, advances in food production, invest- 
ments in public health infrastructure and greater success in control- 
ling diseases proved to be vital elements of successful quests to 
achieve improvements in health. The economic growth of Japan in 
the early twentieth century and the East Asian “economic miracle” of 
the 1950s and 1960s occurred in the context of wide-scale improve- 
ments in nutrition, public health and disease control (WHO 2001a, 
p. 22). 


Evidence from Australia and countries in Europe indicates that 
health improvements over the last 100 to 125 years increased the pace 
of long-term growth by 30 to 40 per cent (Arora 2001). In the United 
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Kingdom of Great Britain and Northern Ireland, around one third of 
the economic growth over the last 200 years has been attributed to 
improvements in health and nutrition (Fogel 1993). A study on Latin 
America during the second half of the twentieth century also found 


a significant correlation between health and income status (Mayer 
2001). 


(b) Disease: a depressing effect on economic performance 


Disease reduces not only the lifetime income of individuals 
but also the annual societal income and the prospects for eco- 
nomic growth. This is one of the findings by CMH (WHO 2001a). 
The burden of disease on low-income countries can be a profound 
barrier to economic growth and poverty reduction. Over time in the 
poorest countries, diseases can be responsible for substantial GNP 
losses. 


The high prevalence of diseases such as malaria and HIV/AIDS 
is associated with persistent and large reductions in economic growth 
(WHO 2001a). High malaria prevalence, for example, is associated 
with a reduction in economic growth of 1 per cent or more per year 
(WHO 2001a, p. 24). 


Communicable disease prevalence greatly increases the cost of 
migration, investment, commerce and trade within a country and 
with its neighbours. Studies suggest that even modest increases in 
international linkages across populations (e.g., due to tourism, 
migration or business travel) could substantially increase the rate 
of transmission of infectious diseases (WHO 2001a, p. 30). Many 
countries whose economies rely heavily on foreign direct investment 
or tourism — and these include many economies in the Asian and 
Pacific region — are especially vulnerable. 


(c) Interplay of health and demographic variables: 
the economic impact 


Analyses of cross-country data over the past quarter-century 
show that the interplay between health and demographic variables 
can have an important effect on economic growth rates. By some 
accounts, health and demographic variables accounted for over half 
of the difference in growth rates between Africa and the rest of 
the world over the period 1965-1990 (Hamoudi and Sachs 1999, 


p. 11). 
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Box 1.5. A tale of six countries 


The critical link between sustained government expenditure on health and education and 
economic performance is best illustrated by comparing countries in South-East and East Asia with 
those in South Asia over the past few decades. In 1970, although income levels among these six 
selected countries were not greatly different, Malaysia, the Republic of Korea and Thailand spent 
much more per capita on education and health than did Bangladesh, India and Pakistan. Since 
then, that spending gap has widened. 


Per capita expenditure on education and health in selected countries of the region 
(US dollars) 


eS r 


Education Health 
Mesa 1970 2000 1970 2000 
or earlier year or later year or earlier year or later year 
Bangladesh 1.20 6.80 0.50 3.20 
India 1.60 13.80 0.40 2.40 
Malaysia 16.40 226.40 5.50 61.20 
Pakistan 0.40 14.20 0.10 4.30 
Republic of Korea 9.10 371.40 0.70 17.80 
Thailand 11.00 88.10 2.00 25.80 


Sources: M. Aynul Hasan, “Role of human capital in economic development: some myths and realities”, 
Development Planning in a Market Economy, Least Developed Countries Series, No. 6 (United Nations publication, 
Sales No. E.02.II.F.24, 2001), pp. 3-14. Calculations based on World Bank, World Development Report 1982 (Washing- 
ton, Oxford University Press, 1982) and World Development Indicators 2001 (Washington, 2001), and Asian Develop- 
ment Bank, various issues, Key Indicators of Developing Asian and Pacific Countries (Oxford University Press); ESCAP 
2002a. Sustainable Social Development in a Period of Globalization: Challenges, opportunities and policy options 
(ST/ESCAP/2202), p. 35. 


In 1966, annual per capita GNP in the Republic of Korea and Thailand was under US$ 150, 
slightly higher than in Bangladesh (then East Pakistan) and India (Hasan 2001). Per capita GNP 
in Malaysia was approximately US$ 350. By 1999, annual per capita income exceeded US$ 3,000 
in Malaysia, reached nearly US$ 9,000 in the Republic of Korea and was over US$ 2,000 in 
Thailand. In contrast, it stood below US$ 600 in Bangladesh, India and Pakistan. Along with their 
respective economic growth paths, different levels of human capital distinguished the group of 
high-performance economies from their South Asian counterparts (Hasan 2001). In 1960, literacy 
rates exceeded 50 per cent in Malaysia, the Republic of Korea and Thailand. Those rates have 
since increased to 90 per cent and higher in each of those countries. By contrast, literacy rates in 
Bangladesh, India and Pakistan were below 30 per cent in 1960 and had risen only to the 40 to 60 
per cent range by the late 1990s. Furthermore, in the case of the South-East and East Asian 
countries, the emphasis has not only been on using resources more effectively, but also on improv- 
ing the quality of education and reducing the gender gap in education, which is another factor 
related to better economic performance (Hasan and Rasheed 1999). 


Such significant improvements in economic performance are, however, possible only when 
investments in human capital are made continuously. Moreover, it has been found that a change 
in public investment priority, from economic towards social infrastructure, depresses GDP in the 
short run but pays dividends in terms of a higher national income after a lag of about eight years 
(Pasha and others 1996). 
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Shorter life expectancies, for example, inhibit investment in 
education and other forms of human resources development. That 
stems from the perception that many people will not survive long 
enough to benefit from the investment. 


By contrast, the gains in per capita income growth as a result 
of improved life expectancy are quite impressive. When comparing 
the level of well-being across societies, it is important to take into 
account life expectancy as well as annual income. In healthier socie- 
ties, individuals who live much longer on average tend to have 
higher lifetime earnings (WHO 2001a, p. 25). 


(d) Poor health and poverty 


Communicable diseases, maternal mortality and undernutrition 
afflict the poor more than the rich. Among the many factors that 
increase poor people’s susceptibility to disease are a lack of access to 
clean water and sanitation, adequate housing, nutrition and health 
care, as well as accurate information about good health-care practices. 


The risk of tuberculosis infection, for instance, rises in crowded 
and poorly ventilated environments such as slums, tenements 
and prisons. The risk of malarial infections is higher in poorly 
constructed houses, which are less effective in barring the entry of 
the carrier mosquitoes (Hamoudi and Sachs 1999, p. 1). 


Poor people are also less likely to seek medical treatment 
during the earlier (and more easily treated) stages of illness than 
people who are more economically secure. Once they do seek treat- 
ment, the expenses are likely to drive them deeper into poverty, as 
they take on more debt or sell productive assets to pay their bills 
(WHO 2001a, p. 23). 


The effects of poor health on individual productivity are 
greatest in developing countries. Better-educated individuals tend to 
perform jobs that are more sedentary and safer. Healthy workers are 
physically and mentally more energetic, and consequently more 
productive and capable of earning higher wages. Poorer and less 
educated people are more likely to work in manual jobs that are 
physically demanding and stressful. The risk of serious workplace 
injuries is higher. They are also less likely to take days off work 
as a result of illnesses affecting themselves or their families. Illness 
and disability can significantly reduce worker incomes (WHO 2001a, 
pp. 34), imposing additional strain on households. An insidious 
cycle ensues. 
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Ill health today often begets ill health tomorrow, by increasing 
the likelihood of seemingly unrelated illnesses. For example, 
research suggests that maternal protein deficiency during pregnancy 
may result in lower-birth-weight babies and increase the offspring’s 
long-term risk of cardiovascular disease (Hamoudi and Sachs 1999, 


pp. 7-8). 


Childhood health and nutrition are important determinants of 
the extent and severity of chronic conditions later in life. Thus, the 
United Nations Standing Committee on Nutrition has warned that 
nutritionally handicapped infants and children can often suffer 
impaired brain development. Hunger and micronutrient deficiencies 
are estimated to decrease children’s learning capacity by up to 10 
per cent, with significant implications for their educational potential 
(ESCAP 2002a, p. 27). 


Chronic hunger dulls the mind, thwarts productivity and 
engenders ill health, preventing people and communities from realiz- 
ing their full potential. For poor families, hunger-related illness adds 
to household costs and increases the burden of care borne by family 
members. 


Many other infectious illnesses, including malaria and _ tuber- 
culosis, require complex natural cell-mediated immune responses. 
Poor overall health and nutrition reduce the effectiveness of these 
responses, increasing the likelihood that infection from these diseases 
will be more severe, resulting in long-term disability or death (WHO 
2001a). 


Poor people living with HIV/AIDS who have no access to drug 
therapy soon become susceptible to opportunistic infections and lose 
their ability to engage in remunerative work. They need a more 
nutritious diet, which their families may be unable to provide. 


4. Lessons of high-achiever developing countries 


In a UNICEF analysis of 10 global “high-achiever” developing 
countries and areas (including three from Asia and the Pacific), social 
indicators, including those on health and education, were consi- 
derably higher than what national development indicators had 
suggested (Mehrotra 2000). Over a span of 50 years, those countries 
and areas had made advances in health and education that had 
taken the industrialized world nearly 200 years to attain (Mehrotra 
2000, p. 1). In all 10 cases, the incidence of killer diseases, such as 
diphtheria, tetanus and polio, had fallen dramatically, child mortality 
rates had plummeted and life expectancy had soared. 
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What lessons can be drawn from their achievements? The 
economic and social policy choices made by those high-achiever 
developing countries included the following (Mehrotra 2000, pp. 4ff): 


¢ Public policy action focusing on services for the majority: 
Regardless of whether it was a centrally planned or a 
market economy, public policies were designed — and imple- 
mented — to ensure that the vast majority of people would 
enjoy equitable access to basic services. 


e Good and targeted spending on basic services: “Good” 
spending rather than “big” spending characterized in- 
vestments in basic services. The countries were not big 
spenders in social policy areas relative to their income. 
Where they scored high was in the targeting, efficiency and 
quality of the spending, as measured by the human deve- 
lopment outcomes. They concentrated their spending on 
primary and basic secondary education, as well as on 
low-cost primary health-care interventions, particularly 
targeting women and the poor. 


e Steady and adequate levels of social expenditure in good 
times and bad: Social investments were, for the most part, 
protected during times of economic crisis and_ structural 
adjustment. Attempts were made to achieve equity between 
spending patterns in various sectors. Importantly, strong 
levels of social spending were maintained — a vital lesson, 
since it is now clear that investments in human resources 
development must be continuous and may require up to 
eight years before bearing dividends in terms of national 
economic growth (Hasan 2001; ESCAP 2002a, p. 34). Such 
investments are necessary for a country to develop economi- 
cally and socially and to utilize higher levels of technology, 
production and knowledge. Adequate allocation of re- 
sources to the education and health sectors is thus central to 
sustainable development. 


e Efficiency and equity in public spending: There was an 
emphasis on efficient utilization of human and _ financial 
resources to avoid social spending from becoming a 
burden on the State treasury. Subsequent experience has 
confirmed the need for efficient allocation and_ technical 
proficiency in using resources, as well as the importance 
of addressing non-financial constraints in the delivery of 
health services. 
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e Gender-sensitive sequencing of social investment as well 
as specific attention to vulnerable social groups: Another 
key lesson is the importance of women’s health, rights and 
freedom, including the right to be educated and the freedom 
to engage in gainful work outside the home, earn an 
independent income and have ownership of assets. In addi- 
tion, social investment must benefit certain social groups 
who live in remote or resource-poor areas or who are 
vulnerable on account of age, health, living environment or 
means of livelihood. They may be denied access to assets 
because they belong to an ethnic minority or a community 
considered socially inferior, or simply because they are 
female or have a disability. 


e Sequencing of social investment: In _ sequential social 
investment, the investment in basic education by the State 
preceded or was simultaneous with the drop in infant 
mortality or public health expansion. It did not occur 
afterwards. Investments in these sectors had a synergistic 
impact on health, education, nutrition status and access 
to water and sanitation; in other words, the sum of their 
impact exceeded the effects of the individual investments. 


B. Challenges in the Asian and Pacific region 


While the Asian and Pacific region has indeed taken great 
strides in social and economic development, huge challenges remain 
in consolidating and extending the gains. The progress of the past 
half-century has not occurred uniformly across the region. In addi- 
tion, the recent Asian financial crisis slowed the pace of social gains 
in many countries and set that progress back in others. 


1. Millennium development goals 


Recognizing this worldwide situation of poverty and vulner- 
ability, the United Nations Millennium Summit committed itself to a 
set of 8 goals and 18 time-bound and measurable targets to reduce 
extreme income poverty as well as some major aspects of human 
poverty. Available data suggest that, based on current trends, the 
prospects for meeting the millennium development goals by 2015 
in Asia and the Pacific are mixed (ESCAP 2002f). The following are 
some indicators: 
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e The eradication of extreme poverty is the overarching goal. 
The target is to halve the proportion of people with a daily 
income of less than US$ 1 (in terms of purchasing power 
parity) between 1990 and 2015. Based on past trends, this 
target could be achieved for the ESCAP region overall if 
progress is sustained in East Asia (mainly China) and 
South-East Asia. 


e Universal primary education for boys and girls appears to 
be within reach, based on current evidence. 


e Current evidence suggests that progress towards erasing 
gender disparities in primary and secondary education 
(preferably by 2005 and, at all levels of education, by 2015) 
will be generally slow. 


2. Challenges on the health front 


Major health advances have occurred over the past few decades 
in much of Asia and the Pacific. But not all health challenges have 
been confronted. Many health problems remain widespread and 
new threats are looming. Many of the developing countries in the 
region carry a substantial burden of communicable diseases that dis- 
proportionately afflict the poor. These countries are also confronted 
with the challenges of burgeoning non-communicable diseases and 
health-threatening environments that boost the prevalence of both 
communicable and non-communicable diseases. 


As the region moves into the new millennium, the most 
common causes of death have begun to resemble the patterns found 
in industrialized societies. Diseases of the circulatory system and 
various forms of cancer have become dominant. 


But one of the greatest threats emerging in the region is that of 
HIV/AIDS. If allowed to spread unabated, HIV/AIDS could well 
unravel much of the economic and social progress made in the last 
three decades. 


(a) Unfinished tasks 
(i) Hunger 


Hunger is both a cause and an outcome of poverty. The millen- 
nium development goals call for reducing the number of hungry 
people globally by 20 million annually, in order to halve the 
incidence of hunger by 2015. Fully 14 million of those 20 million 
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people would be living in the Asian and Pacific region, where there 
are more chronically hungry people than in any other developing 
region (FAO 2001). Currently, an estimated 515 million Asians are 
chronically undernourished, accounting for about two thirds of the 
world’s total. 


(ii) Childhood malnutrition 


Malnutrition remains a major cause of mortality in children 
under five years of age, in part because it renders them more suscep- 
tible to infectious and parasitic diseases. Excluding China and India, 
it is estimated that child malnutrition is responsible for more than 12 
per cent of all deaths among children under five in Asia and the 
Pacific (Shetti 2001, p. 10). Overall, Asian children account for over 
two thirds of the 174 million undernourished children under the age 
of five in the developing world. 


The extent of child malnutrition is worst in South Asia, where 
more than half the young children are estimated to suffer from 
protein-energy malnutrition. This is more than twice the level in East 
Asia, at least thrice that of the Middle East and about five times that 
of the high-income countries of Europe and North America. Equally 
alarming is the high incidence of low-birth-weight babies in South 
Asia, the prevalence of which points to the poor nutritional status of 
the mothers (ESCAP 2002a, p. 27). 


(b) Emerging challenges 
(i) Environmental dimension 


Countries with narrowly focused economic growth and deve- 
lopment policies often neglect environmental dimensions that have a 
crucial bearing on people’s health. Rapid economic growth has often 
entailed large-scale environmental degradation, such as the depletion 
of natural resources, atmospheric pollution, reduction of biodiversity, 
drying-up of aquifers, pollution of aquatic and marine ecosystems 
and the increasing production of wastes (ESCAP 2003b). Among the 
many serious and long-lasting consequences is the effect this can 
have on health: 


e Air and water pollution compromises efforts to prevent and 
control communicable diseases; 


e Poor agriculture and forestry practices threaten food safety 
and self-sufficiency, as well as nutrition; 


e Degradation of the environment lowers the quality of life in 
both urban and rural areas. 
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Ecological damage affects the poor severely because they are 
dependent on environmental resources, especially if they live in the 
rural areas. Deforestation, industrial and transport pollution, water 
pollution, food chain contamination and land erosion harm not just 
the livelihoods but also the physical health of the poor. Across the 
region, the urban poor generally live or work near polluting factories 
and roads, dump sites and slums in the midst of urban contami- 
nation. The demand for water to meet domestic, industrial and 
agricultural needs continues to increase. Meanwhile, the proportions 
of populations that have access to potable water vary considerably 
across the region. 


(11) Population ageing 


As average life expectancy increases in the region, population 
ageing is expected to reach unprecedented levels in the next few 
decades. The rate at which populations are ageing is a serious 
concern. As larger proportions of the population reach 60 or more 
years of age, additional care responsibilities fall on younger family 
members and on society in general, not least the public and private 
sectors, which need to meet health, welfare, pension and other 
needs. Unless planned for, population ageing could have a negative 
effect on the availability and allocation of resources at all levels of 
society. 


(111) Avoidable deaths 


Avoidable deaths are measured by comparing, on an age- 
adjusted basis, the death rates in developing countries with those of 
non-smokers in industrialized countries. Disaggregated by age 
group, avoidable deaths account for more than 8 out of 10 deaths 
among children below 5 years of age in low- and middle-income 
countries. Six out of every 10 male deaths among those aged 
between 5 and 29 years are avoidable, as are 8 out of every 10 female 
deaths in the same age group. The higher figure for females is 
largely due to the increased risks associated with pregnancy and 
childbirth. More than 5 out of every 10 deaths among women aged 
30 to 69 years are preventable, as are 4 out of every 10 deaths of men 
in that age group (WHO 2001a, p. 42). 


Infectious diseases are the single-biggest cause of death and 
disability in the world. Developing countries carry a dispropor- 
tionately large burden of these diseases, which include HIV/AIDS, 
malaria, tuberculosis and respiratory illnesses. 
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According to WHO, the health prospects of the poorest people 
could improve rapidly if attention were focused on the following 
few diseases and conditions (WHO 2001a, p. 42): 


e HIV/AIDS; 

e Malaria; 

e Tuberculosis; 

e Maternal and perinatal conditions; 


e Widespread causes of child mortality, including measles, 
tetanus, diphtheria, acute respiratory infection and diarr- 
hoeal disease; 


e Malnutrition that exacerbates those infections; 
e Other vaccine-preventable illnesses; 
8 Tobacco-related diseases. 


Of all the preventable diseases, HIV/AIDS poses the most 
significant health concern for the region’s poorest people. Within a 
span of only 20 years, HIV/AIDS has reversed the health gains of 
several countries, most notably in sub-Saharan Africa, the region 
which is currently the hardest hit by the pandemic. HIV/AIDS 
threatens individuals, communities and societies across the entire 
world. In the Asian and Pacific region, that threat now looms 
disturbingly large, as chapter II shows. 


(iv) Unforeseen risks 
a. “Tigers” take a tumble 


The Asian financial crisis that struck parts of South-East and 
East Asia in mid-1997 revealed serious flaws in some of the growth 
strategies used by the “tiger” economies. It is generally agreed that 
rapid financial liberalization, weak macro-economic management 
and other policy and institutional failures were common factors 
underlying the problems of these four Asian economies (Sussangkarn 
and others 1999). 


Starting off in Thailand with the floating of the baht and a 
subsequent run on the Thai currency by foreign investors, the 
crisis rapidly spread to Indonesia and the Republic of Korea. The 
Philippines and Malaysia were also affected, but to a much lesser 
extent. What caught Governments and international financial institu- 
tions by surprise was the speed at which the crisis spread and the 
extent to which these economies, once considered unassailable, were 
affected. Currencies across the region plunged in value, businesses 
collapsed and stock markets slumped as domestic and foreign inves- 
tors stampeded out of the South-East and East Asian economies. 
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While Thailand’s currency at one point lost 55 per cent of its 
pre-crisis value, Indonesia’s shrank by as much as 85 per cent. In 
Indonesia, the Republic of Korea and Thailand, the three worst- 
affected countries, GDP per capita in 1998 fell by 13.6, 5.8 and 9.9 
per cent respectively (ESCAP 2002b). 


The crisis hit the social sector hard, and along three main 
routes: 


e Job losses, unemployment and underemployment; 


e Currency devaluation, falling real value of wages and 
increases in the prices of essential imported commodities; 


e Government budget cuts. 


b. Unemployment 


In the Republic of Korea, the average unemployment rate 
between 1989 and 1997 had stood at a low 2.2 per cent of the labour 
force. After the crisis, the rate more than tripled to 6.8 per cent in 
1998, before rising further to 8.4 per cent in the first quarter of 1999. 
Job losses were heaviest in the manufacturing and construction 
sectors. Workers at the lowest echelons were the most severely 
affected, with manual production and clerical workers hardest hit 
(ESCAP 2002b). 


Thailand’s experience was similar to that of the Republic of 
Korea. An unemployment rate of just 2 per cent in 1996 rose to 3.7 
per cent the next year before leaping to 5.2 per cent in 1998. An 
estimated 1.2 million workers lost their jobs as a result of the crisis, 
with women accounting for more than half the lay-offs. Underem- 
ployment among women also increased, reaching 13.7 per cent of the 
labour force in 1998, while their real wages shrank, particularly in 
urban areas. Reverse migration occurred from Bangkok and adjacent 
areas back to the rural areas, increasing social and economic 
pressures in the rural areas. 


c. Declines in income 


In Indonesia, in spite of a massive 13.6 per cent contraction in 
GDP in 1998, triggered by the crisis, the overall unemployment rate 
rose by only 0.7 per cent. But wages were slashed by 34 per cent in 
real terms in the formal urban sector and 40 per cent in agriculture. 
By some estimates, Indonesia’s rural poor doubled in number in 
1998, along with a sharp increase in extreme poverty (Dhanani and 
Islam 2000). 
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In Thailand, the proportion of the population with incomes 
classified below the national poverty line increased from 11.4 per cent 
in 1996 to 13 per cent in 1998. In the north-east of the country, the 
proportion of people living in poverty rose from an estimated 19 to 
23 per cent in the same period (Ministry of Public Health, Thailand 


1999). 


The Asian crisis also caused a serious deterioration of house- 
hold welfare in the Republic of Korea. The number of people 
defined as poor in urban areas tripled from 7.5 per cent in the first 
quarter of 1997 to 23 per cent in the third quarter of 1998 (Kang and 
Sawada 2002). According to some estimates, between December 1997 
and March 1999, 64 per cent of the country’s 6 million-strong middle 
class slid into lower income brackets (ESCAP 2002a). 


In some countries, rapid inflation also ensued, eroding purchas- 
ing power and lowering standards of living. In Indonesia, the 
annual rate of inflation, calculated from the consumer price index, 
rose from an average of 8.8 per cent during the period 1990-1996 to 
57.6 per cent in 1998, a sevenfold increase (ESCAP 2002a). 


d. Government budget cuts 


The health expenditures of the Government of Thailand had 
been rising steadily until 1997, when the crisis forced the Govern- 
ment to trim the 1998 national budget by 17 per cent. The Ministry 
of Public Health cut its budget for HIV/AIDS-related work by 24.7 
per cent in 1998, compared with a 5.5 per cent cut in the rest of the 
health budget. There was also a 6 per cent cut in education spending 
for 1998 (Mukhopadhaya 2002). 


In Indonesia, the nominal health budget for the 1998/99 fiscal 
year was cut by 4 per cent from its 1997 level. In real terms, the cut 
was much higher owing to rising inflation (ESCAP 1999). A steep 
drop in the enrolment of students in secondary school followed, most 


notably among low-income groups and students living in urban 
areas (UNESCO 2000a). 


e. Responses 


Prior to the 1997-1998 crisis, countries in South-East and East 
Asia had benefited from a virtuous circle in which economic growth 
and social development reinforced each other. However, social safety 
nets that could protect people during a crisis situation had not 
featured prominently in their policy agenda (ESCAP 1999). 
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As they reeled from the economic turmoil, several countries 
raced to design policies and introduce programmes aimed at slowing 
the deterioration of social conditions. Moving with haste, Govern- 


ments were also faced with financial, human and_ institutional 
resource constraints. 


Nevertheless, responses were mounted, sometimes with the 
assistance of international organizations and donors. In Indonesia, 
for example, a major social safety net programme prioritized the 
boosting of food security, employment creation, development of 
small and medium-sized enterprises and basic services provision 
(particularly health and education). 


In the Republic of Korea, the Government responded to rising 
unemployment with a strong benefits package, which included 
an expanded unemployment insurance system, a subsidized loan 
programme for the unemployed and venture businesses, active 
labour-market policies and public works programmes. 


The Thai Government 
launched a US$ 460 million 
“social investment project” 
with funding support from the 


Box 1.6. Women and the crisis 


Women have played a vital role in the economic 


World Bank and other agen- 
cies. The project was divided 
into two parts. The first part 
emphasized employment crea- 
tion and improved access to 
social services such as health 
care. The second part involved 
investing in urban infrastruc- 
ture and simultaneously ini- 
tiating a host of grass-roots 
development projects with the 
help of community organi- 
zations, networks and _ local 
institutions. Thailand’s “One 
Million Baht per Village” 
project is also noteworthy. It 
is a revolving loan programme 
directed at the country’s 70,000 
villages and is_ specifically 
targeted at projects to jump- 
start the rural economy. 
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performance of Asia and the Pacific. Their labour drove 
much of the economic boom prior to the 1997-1998 crisis 
(ESCAP 2002a). Their most telling economic contributions 
came in the form of low-paid labour in export-related 
activities and through domestic labour. Their participation 
in the service industry and as migrant workers generated 
remittances that sustained whole rural communities. 


Just as the Asian economic boom had been based 
largely on the low-paid labour of women workers, much 
of the hardship created by the financial crisis was borne 
by women. Women generally assumed responsibility for 
“making ends meet” as household real incomes fell. 
Unemployment tended to intensify their workloads by 
compelling them to participate in both the formal and 
informal labour markets on reduced terms and for lower 
wages. This made women workers the category of 
workers most severely affected in the Asian crisis. 


Source: ESCAP, Sustainable social development in a_ period of 
globalization: Challenges, opportunities and policy options (ST/ESCAP/ 
2202). 
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The economic situation in all three of the most affected 
countries (Indonesia, Republic of Korea and Thailand) has stabilized. 
The lesson emerging from the Asian crisis, however, is that there is 
a longer-term need to provide comprehensive social safety nets for 
citizens, along with the immediate chalienge of gearing up institu- 
tions to respond rapidly to social and economic emergencies. 


C. Conclusion 


Many economies in the Asian and Pacific region have made 
remarkable strides in economic development over the past three to 
four decades. Measured against critical social indicators, from life 
expectancy and infant mortality to adult literacy, their progress has 
been equally remarkable in social development. 


The spectacular performance of these economies has been 
possible because their developmental efforts were built on the 
foundation of a strong human resources base. This establishes the 
fact that causal links between good health, education and economic 
growth are direct and mutually reinforcing. Significantly, high 
economic growth rates are not a prerequisite for strong social 
development and for undoing the worst manifestations of poverty. 
The high-growth economies in the region achieved social progress 
very early in their development process, when their national incomes 
were still low. 


However, all the great strides in improving health, education 
and economic performance in the Asian and Pacific region are 
vulnerable to reversal. The economic crisis in 1997 was just one 
example of how a debilitating shock could reshape the development 
landscape of an entire region. There are now new factors that 
threaten to imperil many of the remarkable social accomplishments 
of the past few decades. One such major factor is the surge in the 
HIV/AIDS epidemic in Asia and the Pacific. 


In countries where a virtuous dynamic of good health, com- 
bined with sound economic performance, did not operate, poverty, ill 
health, illiteracy and malnutrition persisted. There are several such 
economies in the Asian and Pacific region which did not perform 
well. In such countries, the poor endure a disproportionately high 
proportion of the burden of communicable diseases and malnutrition. 
The spectre of HIV/AIDS looms ominously on their horizon too. 


The threat of HIV/AIDS to the region is already evident. 
The knowledge needed to prevent its spread, namely, to address it as 
a development challenge, is at hand. There is no reason for inaction. 
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CHAPTER II 


HIV/AIDS: WHERE IS THE PANDEMIC 
HEADED IN THE ASIAN AND 
PACIFIC REGION? 


“The ultimate measure of a man is not where he stands in 
moments of comfort and conveniences, but where he stands 
at times of challenge and controversy.” 


Dr. Martin Luther King Jr. 


A. HIV/AIDS - into the third decade! 


@.. global scale of the HIV/AIDS epidemic exceeds even 
the most alarming scenarios conceived a decade ago. Numerous 
countries are experiencing generalized HIV/AIDS epidemics. Many 
more are teetering on the edge. Globally, at the end of 2002, there 
were 42 million people living with HIV/AIDS (PLWHAs), 19 million 
of them women and more than 3 million of them children under 
15 years of age. AIDS claimed more than 3 million lives in 2002, 
including an estimated 610,000 children. Currently, about 5 million 
people are acquiring HIV each year, 800,000 of them children. 


Prevalence rates have risen sharply in virtually every region of 
the world in the past decade. The only exceptions have been North 
America and Western and Central Europe, as well as parts of South 
America. However, there are worrying signs of rising infection 
rates among women and minority populations in several developed 
countries, while high-risk behaviour appears to be increasing in some 
groups. 


In developing countries, the outlook is considerably gloomier. 
Projections for 126 low- and middle-income countries showed that an 
additional 45 million people would become infected between 2002 
and 2010 in the absence of concerted and robust prevention efforts. 


1 UNAIDS/WHO (2002). All the data in this section are taken from this reference, 
unless otherwise stated. 
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B. HIV/AIDS in the Asian and Pacific region 


1. An alarming outlook 


Asia and the Pacific now accounts for one in every five new 
HIV infections worldwide. In all, over 8 million people were living 
with the virus in the region at the end of 2002, of whom 2.6 million 
were young people aged 15 to 24. More than half a million people 
died of AIDS in the region in 2002. Fully 1 million acquired HIV in 
the same year. 


As figure IL.1 shows, 
the epidemic in Asia and 
the Pacific has not yet 
reached the dimensions 


Figure II.1. Percentage of HIV seroprevalence in 
the adult population by region of the world 


25 witnessed in some African 
countries. Based on current 

20 
trends, however, the region 


could replace sub-Saharan 
Africa as the centre of 
the global HIV/AIDS epi- 
demic over the next decade 
in terms of the absolute 
number of people affected.’ 


15 


In two countries, 
Cambodia and _ Thailand, 
national adult HIV preva- 
lence rates are at least 1 

Source: HIV/AIDS and Development in Asia and the Pacific: A per cent. However, the low 
Lengthening Shadow, (Melbourne, The Australian Government’s Overseas national prevalence rates 


Aid Program and World Health Organization Regional Offices for South in the rest of the region 


East Asia and the Western Pacific Region, 2001, p. 154). 
disguise the severity of the 


threat. In just two countries 
alone (China and India), an 
estimated 5 million people were already living with HIV/AIDS 
at the end of 2002. Official estimates predict a 10-fold increase in 
PLWHAs in China by 2010, a reminder that even a minute rise in 
national HIV prevalence in populous countries translates into many 
millions more acquiring the virus. In a region where the populations 


2 In 2002, Sub-Saharan Africa had 3.5 million new HIV infections bringing its total 
number of PLWHA to 29.4 million. 
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Figure II.2. Estimated HIV/AIDS prevalence for selected countries 
in the ESCAP region, 2001 


India 

China 

Russian Federation 
Thailand 

Other* 

Cambodia 


Indonesia 


Millions 


MB Prevalence 


Source: UNAIDS, Report on the global HIV/AIDS epidemic (Geneva, UNAIDS, 2002). 


* All other ESCAP member countries and territories in the Asian and Pacific region. 


of states and provinces of some countries outnumber the entire 
national populations of others, local outbreaks can _ represent 
mammoth challenges (MAP 2001, p. 1). 


In China, the number of new HIV infections reported rose 
about 17 per cent in the first 6 months of 2000. In 6 states in India, 
HIV sentinel surveillance surveys indicate infection rates of between 
1 and 3 per cent among antenatal clinic attendees. This prevalence in 
the 6 states in India translates into absolute numbers of between 2 
and 3 million people (NACO 2001). The pandemic is also growing at 
an alarming pace in the Central Asian republics and in the Russian 
Federation. 


In Indonesia, drug injection was practically unknown 10 
years ago. Currently, this problem is a growing and alarming 
phenomenon in urban areas. National estimates indicate that some 
43,000 injecting drug users ([DUs) are already infected with HIV. 
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Figure II.3. Indonesia: injecting drug use and unsafe sex 
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Source: Indonesian National AIDS Commission (2001) HIV/AIDS and other sexually transmitted infections 
in Indonesia: challenges and opportunities for action (taken from UNAIDS, Report on the Global AIDS Epidemic, 
(Geneva 2002, p. 86). 


With needle-sharing being the norm, HIV is likely to spread much 
more widely throughout this population in the next few years. If 
current high-risk injecting behaviour continues, it is estimated that 
the number of IDUs living with HIV could almost double in 2003, 
accounting for more than 80 per cent of new HIV _ infections 
nationwide. 


Figure II.3 shows the high prevalence among sex workers in 
some sites in Indonesia and the major outbreak among injectors in 
the past few years. Noteworthy is the 26.5 per cent prevalence rate 
among sex workers in some border areas. 


Heterosexual intercourse is the main mode of transmission 
in the region. Injecting drug use among young people remains 
the predominant mode of HIV transmission in the Central Asian 
republics, the Russian Federation and some other countries of the 
region. Transmission modes are discussed further in chapter III. 
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Figure 11.4. HIV/AIDS prevalence, new infections and deaths 
in the ESCAP subregions, 2001 
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Source: UNAIDS, Report on the global HIV/AIDS epidemic (Geneva, UNAIDS, 2002). 


2. A diverse and growing epidemic 


National HIV/AIDS trends in the ESCAP region can be 
divided into three groups. The first is composed of countries in 
which HIV/AIDS prevalence rates already exceed 1 per cent. It 
includes Cambodia (whose national prevalence rate is over 2 
per cent), Thailand, parts of India, parts of Myanmar and parts of 
Papua New Guinea (UNAIDS 2002a, pp. 189-201). 


The second group includes countries where the epidemic is 
still in a transitional stage, but where recent evidence indicates 
rapidly growing spread of HIV in specific populations and 
geographic areas. These include Armenia, China, Indonesia, 
Kazakhstan, Malaysia, Nepal, the Russian Federation, Uzbekistan 
and Viet Nam. 


The third group includes countries and territories where 
the epidemic has not yet spread widely: Bangladesh, Hong Kong, 
China; Islamic Republic of Iran; Lao People’s Democratic Republic; 
Mongolia; Pakistan; the Philippines; Republic of Korea; Sri Lanka; 
Turkey and several small Pacific island countries and territories. 
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In the case of the Pacific, limited information on the spread of HIV/ 
AIDS is available. Nevertheless, in many of the Pacific countries and 
territories, conditions favour the rapid spread of HIV (UNAIDS 
2002f) (see also box II.1 on Papua New Guinea). 


India (which has States that fit into all 3 groups) and China 
harbour serious localized epidemics whose prevalence rates are many 
times higher than the national rates. There is no inherent guarantee 
that such epidemics will stay local and confined. Only intervention 
can alter that predictable course. 


In addition, low and apparently steady HIV infection rates 
can suddenly soar. Indonesia (which fits into the second group) has 
seen a recent, rapid rise in infection rates, following a decade of 
consistently low rates. In Nepal, rates have also increased. During 
the early 1990s, the HIV prevalence rate among IDUs in the 
Kathmandu Valley stood at about 2 per cent; it now exceeds 50 per 
cent (World Bank 2002). In the same area, HIV prevalence among 
female sex workers has increased from less than 2 per cent in 1990 to 
a current rate of 20 per cent. In Ho Chi Minh City, Viet Nam, HIV 
infection among sex workers increased from virtually nil in 1996 to 
over 20 per cent in 2000 (UNAIDS 2001b). 


Similar trends are evident elsewhere in the ESCAP region. 
In the Russian Federation, the total number of reported HIV infec- 
tions climbed to over 200,000 by mid-2002, an exponential increase of 
1,800 per cent over the 10,993 infections reported less than 4 years 
earlier. HIV/AIDS epidemics among IDUs have been detected in 
over 30 cities and 86 of 89 regions of that country. Substantial spread 
of HIV is now also evident in Azerbaijan, Georgia, Kyrgyzstan, 
Tajikistan and Uzbekistan. In the first 6 months of 2002, Uzbekistan 
saw almost as many new HIV infections as had been recorded in the 
entire previous decade. 


3. Driving the epidemic: 
uneven development and poverty 


The AIDS pandemic has developed distinctly in different areas 
of the ESCAP region. Nevertheless, several broad development 
dynamics are at play in the spread of HIV in Asia and the Pacific 
(Compendium of Reports 2001). They include poverty, gender 
inequality, population mobility, lack of access to information and 
essential services, especially among youth and other vulnerable 
groups, including sex workers, IDUs and migrant workers. 
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Box II.1. Papua New Guinea 


Papua New Guinea has reported the highest HIV infection rate in the Pacific. Over the past 
7 years, the country’s HIV infection rate has increased annually by 60 per cent and there is no 
clear indication that the spread of HIV/AIDS is slowing. At present, the number of people living 
with the virus ranges between 15,000 and 20,000. HIV/AIDS is already the leading cause of 
admission and mortality at the Port Moresby General Hospital medical ward. 


Data from antenatal clinics reveal that the prevalence rate is around 1 per cent in Port 
Moresby. Limited surveillance systems outside the capital make it difficult to gauge the spread of 
the virus. The prevalence rate for sex workers is over 10 times that of the general population. 
According to one study, in Port Moresby and Lae, 17 per cent and 3 per cent of sex workers, 
respectively, were HIV-positive. Only 15 per cent of the sex workers regularly used a condom and 
34 per cent had reported not using one in the previous week. 


Fortuitously, four factors have restricted the epidemic thus far: 


1. The small-scale aggregation of urban areas; 

2. Ahighway system that does not cover the entire country; 
3. The limited size of the sex industry; 
+ 


Low levels of chancroid acting as cofactors. 


However, the signs are ominous that the epidemic may spread rapidly. Heterosexual sex is 
the main form of transmission, placing the whole society at risk, and not just certain groups, such 
as IDUs or MSMs. The other significant factor contributing to the spread of the virus is the 
widespread non-use of condoms in premarital and extramarital sexual relations. 


Other contributing factors include “binge drinking” to the point of drunkenness, which 
removes constraints on behaviour and often leads to a need for sexual gratification. Other 
conditions include the mistaken belief held by individuals that the virus is predetermined and 
unlikely to affect them. Sex for favours is a common practice, but the sex industry has grown 
only with paid wages and migration to urban areas, such as Port Moresby and along the High- 
lands Highway. Migration between urban and rural areas enables the virus to spread to some of 
the country’s more remote areas. Women have a low status in society, and domestic violence and 
alcohol abuse place them at particular risk of contracting HIV and other sexually transmitted 
infections. 


Papua New Guinea was among the first countries in the world to acknowledge HIV/AIDS 
when in 1988 it approved the “National Medium-Term Programme for the Prevention and Control 
of Aids in Papua New Guinea, 1989-1995”. Despite that early start, much work still remains to be 
done to halt the spread of the virus. 


Source: Centre for International Economics (CIE), “Potential economic impacts of an HIV/AIDS epidemic in 
Papua New Guinea” (http://vww.ausaid.gov.au/publications/pdf/hivaids _png.pdf, 2002). ~ 
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In several parts of the world, there appears to be a significant 
correlation between HIV prevalence rates, on the one hand, and 
poverty levels and income inequalities, on the other. While the exact 
nature of this relationship is complex and differs from place to place, 
there are some telling indications. Developing countries, home to 80 
per cent of the world’s population, have 95 per cent of HIV-infected 
persons. In countries where the disease has emerged, it appears 
that the poorer the country, the higher the HIV prevalence, and the 
greater the income inequality in the country, the more serious the 
epidemic. Additionally, low rankings on the United Nations Deve- 
lopment Programme (UNDP) Human Poverty Index are also linked 
to HIV prevalence rates (Bloom and others 2001, p. 2). 


Household data from Cambodia and Viet Nam, for example, 
indicate strong correlations between levels of wealth, education 
and vulnerability to HIV/AIDS (Bloom and others 2001, p. 3). In 
Cambodia, the country with the most advanced epidemic in the 
ESCAP region, the poorest segments of society have less access to 
knowledge of how HIV is transmitted and the means of preventing 
infection. They are also more likely to have sex at a younger age, are 
less likely to use condoms and, in the case of young women, more 
likely to turn to sex work as a means of supporting themselves and 
their families. Studies in the Greater Mekong Subregion countries 
also confirmed that poverty is a main factor forcing women into 
the sex industry, where they encounter considerably higher risks of 
HIV infection. 


Development interventions can also spur HIV spread in 
sometimes-unexpected respects (Bloom and others 2001, p. 4). The 
expansion of transport systems, infrastructure development, urbani- 
zation, increases in disposable income, the growing importance of 
cash in agriculture and greater mobility, along with widening 
inequalities, which often accompany the early stages of rapid deve- 
lopment, can also facilitate the growth of the epidemic. Migration in 
search of income and employment in new economic growth zones 
can increase the risk of HIV infection. Moreover, the epidemic tends 
to flourish among people and communities that are deprived of the 
elementary benefits of successful development, that is, basic services 
such as education and health care, secure employment, shelter and 
social safety nets essential for sustaining livelihoods. 


A vicious circle is established. Choices and opportunities - 


hallmarks of successful human development — shrink as the epidemic 
gains a foothold in an environment of inequality and exclusion. 
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These negative developments and HIV/AIDS reinforce each other, 


with potentially catastrophic consequences, as some African countries 
are discovering (UNAIDS 2002c). 


4. Driving the epidemic: cultural taboos 


In many countries, cultural factors inhibit open discussion of 
issues related to sex (UNAIDS 2002a). Thus it is difficult to address 
issues of sex and sexuality: unsafe sex, casual sex, multiple sex 
partnership, homosexuality, bisexuality, use of sex worker services 
and paedophilia. 


Sex between men, for example, features significantly in the 
region’s HIV/AIDS epidemic. Yet in many places it is cloaked in 
secrecy and denial. Men who have sex with men (MSMs) face 
stigmatization, discrimination and harassment. 


In a world of AIDS, the sum effect of such taboos is to block 
effective prevention efforts among marginalized groups, such as 
MSMs, leaving them at the mercy of the epidemic and abetting the 
eventual spread of HIV into the wider population. 


Similarly, injecting drug use is a taboo subject virtually every- 
where. This issue is discussed in chapter III. 


5. Driving the epidemic: unfounded assumptions 


There are several assumptions about HIV/AIDS that serve 
mainly to undermine an early, effective response to the epidemic. 
Many of them are plainly refuted by empirical evidence. Others 
appear unconvincing under scrutiny. Prominent among them are the 
five notions discussed below. 


Assumption 1: The epidemic has a natural limit in Asia and the 
Pacific and could never reach the scale being 
witnessed in some African countries. 


The continued global attention on Africa, as the region most 
affected by HIV/AIDS has perhaps encouraged the false notion 
that the Asian and Pacific region is somehow protected from the 
epidemic. This notion is misplaced for several reasons.” 


3 Main source of information on counter-arguments to assumptions: Tim Brown, 
“Dynamics of Asian HIV Epidemics”, paper presented at the Sixth International Congress 
on AIDS in Asia and the Pacific, Melbourne, Australia, 6 October 2001. 
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The size of the population base determines the potential of the 
epidemic in the region. In view of the region’s large population base, 
even a low prevalence rate would translate into huge numbers. The 
number of new infections in Asia and the Pacific is estimated to be 
18.5 million in 2010, as compared with an estimated number of 21 
million new infections in sub-Saharan Africa in the same year (Stover 
and others 2002). 


With regard to the notion of natural limits, the highest nation- 
wide prevalence rate in the region is 2 to 3 per cent. Many areas 
within countries in the region already have a prevalence rate of over 
5 per cent, which is the prevalence rate of the majority of countries in 
Africa. In countries with a low national prevalence rate, such as 
India, and countries with a high prevalence rate, such as Thailand, 
there are geographic pockets that have much higher prevalance 
rates. Examples of this would be parts of Manipur, parts of Andhra 
Pradesh, India, with rates of over 5 per cent, and parts of northern 
Thailand, with a prevalence rate of 10 to 15 per cent. 


Another noteworthy point is the potential of an epidemic, as 
illustrated by the case of Thailand, which could have reached 10 to 20 
per cent, had early prevention not been in place. 


HIV can stay low for extended periods, even in a context of 
high-risk behaviour and other factors that fuel the spread of the 
epidemic. Several relevant time factors may lull decision makers into 
complacency: delays in HIV entering higher-risk networks; time for 
the growth of an epidemic; and the fact that geographic diffusion 
takes time. 


Assumption 2: If national HIV prevalence rates are still low after all 
this time, there is no cause for concern, and HIV 
prevalence will stay low even without active 
and sustained interventions. 


What does low prevalence mean for the ESCAP region? 


India, with an estimated national adult HIV prevalence rate of 
less than 1 per cent, had almost 4 million people living with HIV at 
the end of 2001 — the second-highest figure in the world after South 
Africa, where the corresponding figure was 5 million (UNAIDS 
2002a, p. 190). A rise of just 0.1 per cent in the national prevalence 
rate in India would increase the national total of adults living with 
HIV by about half a million persons. 


One possible worst-case scenario is that of less affected 
countries of the region reaching prevalence rates similar to those 
of more affected countries. For example, if China reaches India’s 
current levels, that would mean 5 to 6 million PLWHAs. 
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Since the first AIDS case in China was reported in 1985, the 
disease has spread rapidly. By September 2001, all of China’s 31 
provinces, autonomous regions and municipalities had reported the 
disease (China Daily, 20 November 2002). Official estimates put the 
number of PLWHAs in China at 1 million in mid-2002, with the 
number of HIV-positive persons registered in the first 6 months of 
2002 having risen by about 17 per cent over the same period in 2001 
(UNAIDS/WHO 2002, p. 7). The Ministry of Health of China has 
echoed the United Nations projection that the number of people 
living with HIV/AIDS could rise to 10 million by the year 2010 if 
there is no immediate action to control the growth of the epidemic. 
HIV incidence rates can soar abruptly in the midst of widening 
socio-economic disparities and extensive migration (an estimated 100 
million Chinese are temporarily or permanently away from their 
registered addresses) and where the virus is spreading along multiple 
channels. 


Since HIV typically spreads from individual to individual 
via, inter alia, unsafe sex and the sharing of unclean needles, HIV 
epidemics, as discussed earlier, always begin as geographically 
localized outbreaks before eventually expanding across wider areas 
of a country. 


It is also misleading to regard national HIV prevalence as 
an indicator of an epidemic’s severity or growth potential. That 
yardstick does not capture high HIV infection levels among groups 
with high-risk behaviours. In itself, it is therefore, an inadequate 
early warning system. 


In Myanmar, for example, national HIV prevalence is esti- 
mated at about 1 per cent. Yet prevalence rates among [DUs and 
sex workers are as high as 60 per cent and 40 per cent in parts of 
Myanmar* (MAP 2001, p. 1). 


In the Russian Federation, too, national HIV prevalence was 
just under 1 per cent at the end of 2001, but very high prevalence 
rates have been detected among [DUs (Russian Federal AIDS Centre 
2002). A survey in the Russian city of Togliatti found 56 per cent 
of IDUs to be HIV-positive. Most had acquired the virus in the 
previous two years. Three quarters of them were unaware that they 
had been infected. Forty per cent of female sex workers who were 
also IDUs were engaged in unprotected sex with their regular 
partners and about 25 per cent of those sex workers engaged in 
unprotected sex with their clients. 


4 UNAIDS (2002a). Myanmar registers a prevalence rate between 1.1 and 2.2 per 
cent in urban populations and between 0.04 and 0.07 per cent in rural populations. 
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Several Central Asian States are also experiencing alarming 
increases in HIV infections among IDUs, in part a measure of the 
drastic rise in illicit drug use since the early 1990s. Throughout 
Central Asia, young people are particularly hard hit by the epidemic. 
It is estimated that up to 1 per cent of the population of those 
countries is injecting drugs, placing the injectors and their sex 
partners at high risk of infection. 


Assumption 3: An epidemic among vulnerable groups has no 
implications for wider society. 


This assumption rests on the belief that there are relatively few 
routes for transmission from vulnerable groups to the general popu- 
lation (Chin 2000), leading to the notion that the epidemic among 
vulnerable groups holds no implications for the wider society. The 
evidence points to the contrary. A study in Thailand found that 17 
per cent of low-income men aged 17 to 45 belonged to the so-called 
“bridging” population — in others words, they had sex with both sex 
workers and other (regular) partners (Podhisita and others 1996). 
Once infected, they served as a “bridge”, allowing the virus to cross 
into different sections of society. The study found that those men 
were more than twice as likely as other men to be HIV-positive and 
more than thrice as likely to have acquired other sexually trans- 
mitted infections (which could facilitate the transmission of HIV). 
The men were found to use condoms less than 30 per cent of the 
time with sex workers and hardly ever (less than 1 per cent of the 
time) with other sex partners. There is a lack of evidence to support 
the notion that higher infection rates among sex workers and their 
clients is of no relevance for the rest of society (Bloom and others 
2002, p. 14). 


Such findings are not limited to Thailand. Data gathered in 
urban areas in India show rising HIV prevalence among pregnant 
women, who are regarded as a low-risk, monogamous group unlikely 
to indulge in high-risk behaviour. This suggests that the virus is 
beginning to cross over to the general population. 


Another study in India showed that 90 per cent of women 
living with HIV considered themselves to be in monogamous, single 
sex-partner marriages. How then were the women acquiring the 
virus? It appears they were infected by their spouses, who had 
acquired the virus through extramarital sexual liaisons (Gangakhed- 
kar and others 1997). 
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Figure 11.5 shows the 
range of prevalence rates 
among vulnerable groups at 
high risk of HIV infection. 
These groups are integral 
to society. As HIV/AIDS 
epidemics mature, they in- 
variably spread into the 
wider society. Where socio- 
economic and_ behavioural 
factors favour the spread 
of the virus, the epidemic 
can then explode. The size 
of all these populations 
combined points to the 
potential for HIV/AIDS 
spread in this region. By far 


Figure II.5. Serious localized epidemics 
in Asia and the Pacific 


5-20% 


Source: Tim Brown, “Dynamics of Asian HIV epidemics”, paper 
the largest population 5 presented at the Sixth International Congress on AIDS in Asia and the 
that of clients of sex workers Pacific, Melbourne, Australia, 6 October 2001. 


and of the female partners 
of these clients. It is worth 


noting that over 80 per cent of women in Asia who have been 
infected themselves display no risk behaviours but are likely to have 
been infected in what they regarded as “monogamous” relationships 
with their husbands and boyfriends (UNAIDS 2002e). 


Thus, HIV is spreading in Asia and the Pacific along several, 
often overlapping, routes. In addition to sexual intercourse, both 
heterosexual and homosexual, serious epidemics are under way among 
IDUs in many parts of the region. There is considerable scope, there- 
fore, for sudden, unexpected surges in the growth of the epidemic. 


Assumption 4: Action can be delayed because the epidemic 
progresses slowly and requires less attention 
than other, more urgent development priorities. 


Another wrong notion is that action can be delayed because 
the threat posed by the epidemic is eclipsed by other, more urgent 
development priorities. Two points are worth noting here. First, the 
epidemic is still unfolding, given the latent phase of the disease in 
many places in Asia and the Pacific. Second, HIV/AIDS represents 
more than a discrete health challenge; it is intertwined with wider 
socio-economic realities. As discussed earlier, when the epidemic 
takes hold, it tends to excacerbate other development problems, 
further complicating those realities. The food crisis in southern 
Africa is a dramatic example of this dynamic (see box II.2). 
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Box II.2. HIV/AIDS and southern Africa’s food crisis 


The food emergencies that have swept through southern Africa have highlighted how 
vulnerable many countries are to shocks that disrupt food production and consumption. In each 
of the affected countries, the HIV epidemic itself constitutes a shock of considerable proportion. 


In early 2003, an estimated 14.4 million people faced possible starvation in the six worst 
famine-affected countries: Lesotho, Malawi, Mozambique, Swaziland, Zambia and Zimbabwe. 


A chain of links 


The food-related crisis in southern Africa was not simply a “natural” disaster caused by 
unfavourable weather patterns. It also stemmed from a complex web of mishaps and policy 
mistakes, which varied from country to country. Drought or floods; mismanagement and poor 
governance; misguided market reforms, a lack of extension and other support services for stricken 
farmers; the removal of consumer protection (allowing food prices to rocket as an emergency 
worsened) and political instability are among the factors involved. So is the HIV/AIDS epidemic 
— in every country facing a food emergency. 


Where the resulting lack of availability of, or access to, affordable food is greatest, the 
prevalence of HIV is also alarmingly high: adult HIV prevalence rates range from 15 per cent in 
Malawi to 33 per cent in Swaziland and Zimbabwe. 


Since the major drought that swept across southern Africa in 1992, this subregion has 
become home to the worst HIV/AIDS epidemic in the world. Almost 15 million people in south- 
ern Africa were living with HIV at the end of 2001 and an estimated 1.1 million had died of AIDS 
in 2000, the majority of them in their productive prime. 


According to the Food and Agricultural Organization of the United Nations (FAQ), 7 
million agricultural workers in 25 severely affected African countries have died from AIDS since 
1985. It warns that 16 million more could die in the next 20 years if massive and effective 
programmes are not mounted. 


Generally, households are able to achieve food security when they can produce sufficient 
amounts of nutritious food, earn enough cash income to purchase food, sell or barter assets for 
food in hard times and rely on social support networks for assistance. The HIV/AIDS epidemic is 
eroding each of these coping methods. It reduces households’ capacities to produce and purchase 
food, depletes their assets and exhaust social safety nets. 


Source: UNAIDS/WHO, AIDS epidemic update, December 2002 (Geneva, 2002). 


Assumption 5: Antiretrovirals make HIV an easy-to-manage 
chronic disease. 


Have antiretrovirals (ARVs) made HIV an easy-to-manage 
chronic disease? A number of drug treatments and_ therapies 
have been developed that enable PLWHAs to stay healthier 
and live longer. Classed either as ARVs or inhibitors, depending 
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on their function, these drugs are widely available in North America 
and Western Europe. Elsewhere in the world, they reach only a 
tiny fraction of the millions who need them. ARV treatments 
can prevent or slow the onset of debilitating AIDS-related illnesses 
and significantly prolong life. There are indications that ARV 
treatment might also reduce the likelihood of HIV transmission 
by lowering a person's viral load (Newell 2001). ARV drugs also 
help to reduce the risk of mother-to-child transmission. In addition, 
other treatments have been developed to manage opportunistic 
infections that threaten individuals with HIV-damaged immune 
systems. 


These treatments are not, however, a cure for HIV/AIDS. In 
addition, ARV regimens are lifelong. The complications arising from 
non-adherence and the possible side effects of long-term treatment 
are not yet well understood. In the meantime, the cost of ARVs, 
along with other factors, is keeping them out of the reach of the vast 
majority of people who need them. While the treatment and care of 


Box II.3. The ART of living 


One of the most harmful myths associated with the HIV/AIDS epidemic is that infection 
is tantamount to an “automatic death sentence”. In recent years, ARV drugs have given millions 
of HIV-affected people great reason for hope. Taken in combination (called cocktail or combina- 
tion therapy) under specialized medical advice, these drugs drastically reduce the viral load in 
blood. However, they do not permanently cure one of HIV. Although many positive persons and 
caregivers have welcomed these drugs, others have experienced serious side effects. 


This line of treatment, called HAART (highly active antiretroviral therapy) has indeed 
resulted in a huge reduction of AIDS-related deaths, particularly in high-income countries where 
patients have easier access to the therapy. Even in resource-poor settings, consolidated data from 
7 Médicins Sans Frontiéres projects in Asia, Africa and Central America showed that among 743 
patients given ARV therapy for 6 months, the probability of survival was 93 per cent (“Equitable 
access: Scaling up HIV/AIDS treatments in developing countries”, Médicins Sans Frontiers, 2002). 
In Brazil, universal access to free ARV treatment led to a 54 per cent reduction in AIDS deaths 
between 1995 and 1999 (National AIDS Policy, Ministry of Health of Brazil, http://vww.aids.gov.br/ 
assistencia/aids_drugs_policy.htm 2001). 


However, only a tiny proportion of people who need ARV therapy elsewhere in the world 
receive such treatment. In Asia and the Pacific, a mere 4 per cent of the estimated 1 million 
people who need these drugs, currently have access to them. 


(Continued overleaf) 
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Coverage of antiretroviral treatment (ART) 
for adults in Asia, December 2002 


ART coverage for Asia Regional coverage 


Sub-Saharan Africa: 1% 

Asia: 4% 

North Africa, Middle East: 29% 
Eastern Europe, Central Asia: 9% 
Latin America, Caribbean: 53% 
All regions: 5% 


1,000,000 


HB Number of people on ART 
HH Estimated need 


Source: International HIV Treatment Access Coalition (ITAC) (http://vww.itacoalition. 
org/, 2002). 


High prices have been the single biggest obstacle to providing ARV drugs to people 
living with HIV/AIDS. The main patent-holding manufacturers resisted calls for lower prices 
and were reluctant to license production to other manufacturers. In early 2000, for example, 
a year’s supply of ARV medicine cost between US$ 10,000 and US$ 12,000 per person. 
Since then, prices have dropped dramatically to just USS 700 per person per year. One of 
the most significant reasons for the fall in prices has been the rise of competition from generic 
drug producers in India, Thailand and Brazil. In mid-2002 generic drug producers were 
offering ARV triple combination drugs at just US$ 209 per person per year (Médicins Sans 
Frontieres, op. cit.). 


The fall in prices has already enabled countries like Thailand to announce bold new 
schemes to start providing ARV drugs to thousands of HIV-affected people virtually free of cost. 
The Government of Thailand plans to include the provision of these drugs as part of its 30 baht 
public health insurance scheme soon. In many other HIV-affected countries though, despite 
the lowering of prices, the therapy is still too expensive for governments to provide it free or for 
patients to purchase it on their own. 


In the years ahead, there is a possibility that even the recent trend towards a lowering 
of prices may not continue for long. By 2005, if India and Thailand were to be compelled to 
implement the World Trade Organization’s TRIPS Agreement, generic drug makers in both 
countries might no longer be able to export their products. 
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people living with HIV/AIDS is a necessity (and viable in countries 
with low prevalence rates), universal access to ARV treatment in 
countries experiencing severe epidemics would almost certainly 
exhaust their current national health budgets. Furthermore, even if 
none of these became reality, the prevention of new HIV infections 
obviously would remain an essential and cost-effective element of a 
successful response. 


None of the assumptions and misconceptions reviewed here 
Survive scrutiny. Yet they continue to be used as an alibi for 
complacency or inaction in many parts of the region, with deadly 
consequences for millions of people. 


C. Conclusion 


HIV/AIDS has acquired a dynamic presence in Asia and the 
Pacific. 


The world’s fastest-growing HIV/AIDS epidemics are now 
raging in this region. In several countries, including the most popu- 
lous ones in the world, the spread of HIV as recently as five years 
ago, had been limited and was confined to small geographic pockets 
and especially vulnerable groups. These countries are now seeing an 
alarming increase in the spread of the infection. 


Open discussion of sex and sexual behaviour is taboo in many 
societies in the Asian and Pacific region, thus making it difficult 
to squarely address issues of sex and sexuality. Unsafe sex, casual 
sex, multiple sex partnering, male-to-male sex, use of sex worker 
services and sexual abuse and violence are rarely discussed. Such 
taboos seriously hamper prevention efforts. Silence kills. 


Spreading alongside the HIV/AIDS epidemic is a host of 
unfounded assumptions that encourage denial, complacency and 
inaction. They include the notions that the spread of the epidemic 
has a natural peak, that prevalence levels will remain low, that the 
infections will stay within certain groups characterized by high-risk 
behaviour, that the urgency of the disease pales in comparison with 
other development priorities and that the availability of ARVs is 
sufficient to manage the problem. The validity of these assumptions 
is highly questionable, a fact which must inform any HIV/AIDS 
response. 
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Unless national Governments and the international community 
launch an expanded and comprehensive response to the epidemic, 
there could be 18.5 million new HIV infections in Asia and the 
Pacific by 2010. 


Subsequent chapters will look at the essential and strategic 
responses needed to avert new infections, the importance and 
cost-effectiveness of early intervention and the availability of a 
proven package of measures to pre-empt the possible catastrophe 
that could engulf the region. 
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CHAPTER III 


a 


PEOPLE’S VULNERABILITY: 
CHALLENGE TO LEADERSHIP 


“Knowing is not enough; we must apply. 
Willing is not enough; we must do.” 


Goethe 


A. Transmission trends and vulnerable groups 


1. Predictable transmission trends 


t is now well established that HIV/AIDS generally 
follows a predictable path, although the speed and eventual extent 
of its spread varies depending on the specific circumstances of a 
country (UNAIDS, 2002a). Broadly, there are two phases in an 
epidemic. 


In phase one, the virus is introduced into a country, and is 
usually transmitted mainly among individuals or groups with higher 
levels of those behaviours that facilitate HIV transmission (e.g., 
selling and using sex services, sex between men and injecting drug 
use). The virus then spreads widely among those at higher risk. 
Comparatively small investments in prevention and care during this 
phase can reap huge benefits. 


In phase II, the virus spreads to lower-risk partners of these 
individuals, thus establishing itself in the wider population. Once a 
substantial number of people are HIV-positive, the epidemic can then 
spread even more widely. The costs of prevention and care swell 
dramatically during this phase. 


Some groups (such as IDUs, sex workers, MSMs, mobile 


populations and prisoners) are particularly vulnerable to HIV/AIDS, 
not least owing to the widespread stigmatization and discrimination 
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that they experience. Their perceived association with HIV/AIDS 
often invites further discrimination, trapping them in a vicious cycle 
of prejudice and forced secrecy that blocks prevention efforts. As a 
result, they are left especially prone to the epidemic. Furthermore, 
there exists in many countries the belief that HIV/AIDS will not 
cross a supposed divide between vulnerable groups and wider 
society. Reality, however, belies this. 


2. Vulnerable groups 
(a) Hidden epidemic of injecting drug users 


An estimated 10 million people worldwide inject drugs 
(UNAIDS 2002a, p. 93). The problem has increased markedly in 
several countries of the ESCAP region, fostered by rapidly changing 
economic and social conditions. 


Two of the world’s major drug production sites are located in 
the ESCAP region. Injecting drug use is often closely associated with 
the availability and purity level of drugs for injection. Thus, the 
spread of injecting drug use closely follows shifts in trafficking routes 
from the production sites to markets. 


The availability of high-grade injection drugs and _ their 
proximity to drug production sites are a major influence on the 
spread of injecting drug use, and consequently HIV. The political 
and economic context of a country can exacerbate the problem of 
drug use and the spread of HIV. Once HIV spreads through injecting 
drug use, the solutions no longer lie in legal and punitive measures 
aimed at drug supply reduction. However, in practice, most efforts 
translate into strong-arm, punitive measures in a legal approach 
to eradicate “social evils” through a show of force which drives IDUs 
further underground and makes them harder to reach. This hides the 
HIV epidemic among IDUs (Reid and Costigan 2002). 


In recent years, with the failure of the legal-punitive approach, 
efforts are increasingly under way on an alternative approach that 
focuses on harm reduction. This approach is premised on recog- 
nition of the nature and patterns of drug abuse. It involves reaching 
out to drug users by offering services that they otherwise have 
no access to, whose most significant effect is containment of the 
spread of HIV. The services offered in harm reduction include 
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the provision of sterile injection equipment, substitution treatment, 
as well as related information, education and communication 


through the involvement of IDU communities, including as peer 
educators. 


Since drug use is illegal in most countries, estimates of the 
number of IDUs and of HIV-positive IDUs vary considerably. 
However, the most conservative estimate for the IDU population in 
the ESCAP region numbers in the millions (Sarkar and others 2003). 
Data also show that HIV prevalence among IDUs could be as high as 
54 per cent in pockets of Thailand, 85.7 per cent in pockets of China, 
80 per cent in pockets of India and 89 per cent in pockets of Viet 
Nam. 


The sharing of needles and syringes among IDUs remains one 
of the most certain ways of transmitting HIV. During the 1990s, 
many areas in the ESCAP region witnessed an explosion in HIV 
prevalence rates among IDUs. Today IDUs account for 65 per cent of 
the cumulative total of HIV reported cases in Viet Nam (ESCAP 
2003a). In Thailand, about 20 per cent of new HIV infections are 
attributed to injecting drug use, with the estimated number of IDUs 
ranging from 80,000 to 110,000, and possibly accounting for 30 per 
cent of new infections by 2005 (ESCAP 2003a). In areas where inject- 
ing drug use is well established, such as Manipur in north-eastern 
India, Yunnan in south-western China, Myitkyina in northern 
Myanmar and several urban areas in Thailand, prevalence rates of up 
to 40 per cent have been detected (MAP 2001 p. 2). 


Across Central Asia, in addition to the danger of HIV infection 
through sharing needles and syringes, at times the practice of mixing 
blood (to preserve the drug’s potency) into the initial supply of the 
drug before it is distributed puts IDUs at special risk. 


Sharing needles and syringes is not the only risk. Young and 
generally male, most injectors are also sexually active. Evidence from 
Jakarta shows that many IDUs have casual sex with multiple 
partners, usually without using a condom (MAP 2001 p. 13). In Cebu 
City, Philippines, over two thirds of male IDUs claimed that they 
shared needles and nearly two thirds of those who were sexually 
active admitted to never using a condom (Amadora-Nolasco and 
others 2002 p. 137). In Da Nang, Viet Nam, over 20 per cent of IDUs 
had paid for sex in the previous year, while in Hanoi the figure was 
nearly 25 per cent (MAP 2001, pp. 12-13). Most of them did not use 
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condoms. By comparison, depending on location, between 50 and 75 
per cent of male IDUs in Bangladesh paid for sex with women and 
nearly 10 per cent paid for sex with other men. Fewer than 25 per 
cent of them had used a condom the last time they had had sex. 
Such a convergence of unsafe sex and injecting drug use boosts 
the likelihood of HIV transmission, not least in countries where 
repressive legislation and social sanctions drive IDUs and sex 


workers underground. 


Box III.1. Prevention works among IDUs! 


The CARE-SHAKTI project is one of the largest HIV/ 
AIDS prevention projects in Dhaka. In that project, interven- 
tions among IDUs yielded significant results. [DUs themselves 
are given an important role as peer educators and in outreach 
programmes whose services include needle exchange. Thus, a 
combination of needle exchange, awareness-building and other 
measures helped to prevent HIV prevalence among IDUs from 
soaring to a projected high of 60 per cent in 2003. As a result 
of those interventions, the current prevalence rate is about 7 
per cent, as shown by the figure below: 


Intervention among IDUs in Bangladesh 
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Source: Lorna, Guinness and others, “Modelling the impact and cost 
effectiveness of CARE-SHAKTI: an HIV prevention programme for inject- 


ingedgug users and safe sex workers in Bangladesh’, (n.d.). 


Non-paid sex part- 
ners are also at consi- 
derable risk. In parts of 
China, India and Myanmar, 
women are more likely 
to be infected with HIV 
through sex with a drug 
user than through any 
other means. Approxi- 
mately 45 per cent of the 
wives of IDUs in Manipur, 
India, were found to 
be HIV-positive (ESCAP/ 
UNDCP/UNAIDS 2001, p. 
3). 


(i) Programmes that work 


Recently, a number of 
countries (including Bang- 
ladesh, China, India, the 
Islamic Republic of Iran, 
Nepal, Pakistan, Thailand 
and Viet Nam) have intro- 
duced needle and syringe 
programmes, albeit on a 
small scale (Reid and 
Costigan 2002, p. 14). 
Countries such as_ the 
Russian Federation have set 
up new programmes to 
tackle HIV infection. More 
health-care centres in the 
region are now  offer- 
ing voluntary testing and 
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pre- and post-test counselling. Kazakhstan is implementing success- 
ful education and HIV-testing initiatives that are helping to curb the 
epidemic (AMFAR 2000). However, such IDU-friendly services are 
still limited in most of the ESCAP region. 


Methadone substitution or buprenorphen treatment pro- 
grammes are not widely available. Exceptions to this include 
methadone substitution or buprenorphen treatment programmes in 
Hong Kong, China, as well as parts of India and Thailand. Gener- 
ally, there is also poor health-care service coverage of IDUs. Where 
health-care services are available, they may not be accessible in an 
[DU-friendly manner. 


Programmes directed at IDUs and HIV mitigation are most 
successful when policy and legislation are supportive and police 
practices facilitate outreach work and the provision of services 
(UNAIDS 2002a, p. 95). Fortunately, some Governments are now 
acknowledging the linkage between drug use and sex work and have 
embarked on programmes that address this linkage. 


There is an array of success stories in harm-reduction 
programmes run by non-governmental organizations which have 
helped to limit the spread of HIV through injecting drug use. 


Successful projects such as the CARE-SHAKTI project in 
Bangladesh or the needle-exchange project in Kolkata share several 
distinct features. [DUs themselves play an important role as peer 
educators, and outreach programmes include services such as needle 
exchange. 


The CARE-SHAKTI project also provides user-friendly STI 
(sexually transmitted infection) treatment services and runs peer 
outreach programmes that promote condom use. It fosters a support- 
ive environment for peer education, self-organization and community 
development activities by sex workers, with positive outcomes 
(Guinness and others n.d.). In some cases, drug treatment pro- 
grammes (including detoxification and provision of substitute drugs 
such as methadone or buprenorphen) have proved effective. Under 
the methadone treatment programme of the Bangkok Metro- 
politan Administration, the prevalence of HIV among [DUs is 
lower than the overall national prevalence for Thailand as a whole 
with such a treatment programme not existing for most places in 
the country (see box III.2). 
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Box III.2. Success in two cities 


Success similar to that of the CARE-SHAKTI project was achieved through a needle- 
exchange programme in Kolkata (Calcutta), India. The Kolkata programme helped to lower, 
among IDUs, the secondary infection associated with injecting, such as abscesses, from 50 per cent 
in 1996 to 25 per cent in 1998, while maintaining a low rate of HIV (see figure A below). Simi- 
larly, figure B below shows how another programme worked in Thailand. HIV prevalence rates 
are lower in the clinics of the Bangkok Metropolitan Administration, where a methadone 
treatment programme was offered than in Thailand as a whole. 


A. Needle exchange programme, B. Methadone treatment programme, 
Kolkata Bangkok 


Peer outreach and needle exchange Comparison of HIV percentages among BMA 
programme Kolkata, India clinic attendees and for Thailand, 
(US $ 3/month) 1995-2000 
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Sources: For figure A, S. Panda and others, “Drug use among the urban poor in Kolkata: behaviour and 
environment correlates of low HIV infection”, The National Medical Journal of India, vol. 15, No. 3, 2002, pp. 128- 
134. For figure B, UNAIDS, Best Practice on HIV Prevention among IDUs in Asia, 2003 (in press). 


(ii) Critical coverage is essential 


For prevention services to have a discernible impact, it is 
necessary to achieve minimum coverage of 50 to 60 per cent of a 
vulnerable group. It is equally important to create and maintain an 
enabling legal and social environment, to facilitate access to preven- 
tion measures (such as needle exchange and drug treatment) and 
clinical services (such as treatment of overdoses, primary health care, 
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testing and counselling and ARV therapy). Pragmatism and flexi- 
bility in the implementation and practice of the law are necessary to 
allow harm-reduction strategies to work. Otherwise, it would be 


very difficult to run these programmes and hence difficult to reduce 
the vulnerability of IDUs to HIV/AIDS. 


With regard to [IDUs and prevention of the spread of HIV/ 
AIDS, the vulnerability of IDUs along the continuum of production 
site, trafficking site and destination site must be recognized. IDUs 
exist at all sites and are vulnerable everywhere. The situation 
warrants a comprehensive approach that has political support, to 
address the vulnerability of IDUs all along this continuum. A 
comprehensive approach will produce more successful results than a 
strictly public order and legal approach. 


(b) Sex workers: resisting discrimination 


Across the Asian and Pacific region, sex work is regarded with 
contempt and sex workers tend to be despised. Stigmatized owing to 
their means of livelihood, sex workers usually live on the margins of 
society and have low social status. Sex workers are often young, 
generally poor, have had little or no education and tend to come 
from rural or other deprived areas. Many depend on sex work to 
support their parents and families. 


In cities of the region, there is a growing phenomenon of 
urban young people who engage in sex work, either occasionally or 
regularly, to support a lifestyle marked by designer goods. They tend 
to be better educated and more sophisticated than sex workers from 
the rural areas, but are no less vulnerable to HIV infection. 


In most countries, sex work is illegal. As a result, sex workers 
often live and work at the discretion of the local police. In some 
places, policemen may use their authority to arrest, fine or imprison 
women and coerce them into having sex. In other places, being 
in possession of a condom is taken as_ sufficient evidence 
that a person engages in illegal sexual activity. Such harassment 
and discrimination leave sex workers particularly vulnerable to 
HIV/AIDS, not least because it makes it difficult to reach them 
through prevention programmes. The police force is therefore a 
vital link in effective HIV/AIDS prevention programmes among sex 
workers. 


In countries where heterosexual sex is the main mode of 
transmission, the epidemic typically starts by spreading among sex 
workers and their clients, before being transmitted to the wider 
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population. Once HIV is introduced into sex worker populations, 
HIV prevalence rates have been known to rise steeply and within a 
fairly short period. For example, the prevalence rate among sex 
workers in Guangxi, China, rose from almost 0 in 1996 to nearly 10 
per cent in 2000 (figure III.1.A). Similarly, the prevalence rates 
among brothel-based sex workers in Thailand rose from a mere a 
per cent in 1989 to 33 per cent by late 1994. In Mumbai, India, rates 
skyrocketed from just 1 to 51 per cent between 1987 and 1998. In Viet 
Nam’s main cities of Hanoi and Ho Chi Minh City, HIV prevalence 
rates rose sharply in the late 1990s (figure III.1.B). The rates in parts 
of Myanmar jumped from 4.3 to 18 per cent in the three years from 
1992 to 1995 (Rogers and others 2002, p. 218). 


Figure III.1. Rapid prevalence rate increase among sex workers 
in China and Viet Nam 


A. China (1993-2000) B. Viet Nam (1994-2001) 
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Sources: Presentation at the WHO Regional Partners Meeting on Harm Reduction, Hanoi, 2002; and Viet Nam 
surveillance data presented at the MAP Networking Meeting, 2002. 


(11) Others at risk 


At risk are not only sex workers, but also the partners and 
the families of the millions of clients who visit them. In the absence 
of effective prevention strategies, a steep rise in the HIV/AIDS 
prevalence rate among sex workers signals a likely increase in the 
wider population (ESCAP 2003a). 
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One third of sex workers in Hanoi and Ho Chi Minh City did 
not consistently use condoms, whether with clients or with 
non-paying sex partners. A study among Indonesian female sex 
workers revealed that only 5.8 per cent consistently used a condom 
every time they had sex over a two-week period and just 1.4 per cent 
did so over a four-week period. Sex workers generally did not insist 
on condom use for fear of annoying prospective clients and losing 
their patronage. Among the reasons that they cited for not insisting 


Box III.3. Prevention works among sex workers 


Experience in both South and South-East Asia proves that it is indeed possible to prevent 
HIV infection among sex workers and their clients. Both the government-led 100 per cent condom 
programme in Thailand and the Sonagachi project of Kolkata, India, offer instructive lessons. 


In the 100 per cent condom 
programme approach, the Ministry 
of Public Health and the police colla- 
borate closely to ensure that brothel 
management and sex workers com- 
ply with the government directive to 
use condoms. This collaboration is 
reinforced by a massive campaign 
targeted at the clients and potential 
clients of sex workers. With its 
primary focus on condom use by the 
clients of sex workers, significant 
success has been achieved in control- 
ling new infections. 


Sex Worker Intervention — Sonagachi 
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for sex workers in Sonagachi bro- 
thels, Kolkata, India, was initiated by 
the Ministry of Health, in collabo- 
ration with WHO, and the All-India Institute of Public Health, Kolkata. It adopted a community 
development approach. Self-organization of the sex workers, peer education, advocacy with local 
“power structures” (including pimps, gangs and other vested interest groups), as well as the state 
authority, are the mainstay of the Sonagachi project. In addition, STI treatment services and 
condom promotion and distribution are also key features of the project. Community development 
activities for the children and families of the sex workers, and for local communities, have also 
been introduced. 


Source: §S. Jana, “Sonagachi sex workers’ intervention project”, Kolkata, India, 1998, mimeographed. 
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on condom use were misconceptions that boyfriends, native Indo- 
nesians and “healthy-looking” clients could not possibly be carrying 
HIV. Moreover, pimps did not encourage condom use for fear that 
potential clients would take their “business” elsewhere (Basuki and 
others 2002, pp. 102-103). 


In Beijing, studies found that most female sex workers shared 
the belief that HIV/AIDS did not pose a significant threat to them. 
Many lacked accurate knowledge of the virus and STIs, and over a 
third said they did not have access to condoms. Although 74 per 
cent had undergone a medical examination in 2001, just 10 per cent 
had received prevention information (Rogers and others 2002, pp. 217 
and 223). 


In both the above-mentioned cases, the sex workers were 
aware of the risks, but thought cleanliness and “healthy-looking” 
clients were sufficient protection against HIV (MAP 2001, p. 12). 


(iii) Lessons learned 


The success stories discussed above have one lesson in 
common. Behaviour change among clients is vital if the success of 
such programmes and projects is to endure. For this, prevention 
interventions must reach a large proportion of the sexually active 
population. Figure III.2 shows that, in Cambodia, HIV prevalence 
rates in the provinces, and nationally, declined only after the number 
of people using condoms consistently exceeded 50 per cent of the 
population. This shows that the overall impact of such interventions 
grows only once a certain scale of coverage is achieved. 


The success stories also show that the response to HIV/AIDS 
among sex workers requires a multifaceted approach. It can be a 
community development approach or a government-led approach. 
In a community development approach, sex workers can play a 
strong protagonist role: they organize themselves and become 
involved as peer educators and community service providers. Even 
in such an approach, it is necessary to ensure the provision of user- 
friendly services to which sex workers have easy access. 


More important, the replicability of both models has been 
demonstrated. The 100 per cent condom programme (focusing 
primarily on condom use by clients of sex workers), pioneered by the 
Government of Thailand, has been replicated in Cambodia, and 
the Sonagachi project of Kolkata, India, has been replicated in the 
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Figure III.2. Critical coverage to reduce prevalence 
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BSS: Behavioural Surveillance Survey. 


Source: National Aids Programme, Cambodia, as quoted in UNICEF, “A regional update of UNICEF action, 
HIV/AIDS, children and youth, mothers and babies in East Asia and the Pacific” (Bangkok, UNICEF, December 
2002). 


CARE-SHAKTI project in Bangladesh, both within a short time. Both 
replicated projects registered fairly high success rates. However, a 
recent study conducted in Cambodia recommended a combination of 
both approaches for more effective outcomes. Cambodia’s experience 
confirms that HIV prevention among sex workers could be more 
effective when 100 per cent condom use programmes are mounted 
along with other “supportive efforts” that characterize Sonagachi and 
CARE-SHAKTI. That approach combines the 100 per cent condom 
programme with outreach and STI treatment services, community 
involvement in programme design and delivery and the creation of 
enabling environments for self-organization by sex workers. 


(c) Casting aside the shroud of secrecy: men who have sex 
with men 


In most countries of the ESCAP region, MSMs endure social 
scorn, official harassment and institutional neglect. As in the case of 
sex work, sex between men is prohibited in many countries of the 
region (Human Rights Watch 2002). Although there may be denials 
that MSMs exist, sex between men occurs in all societies. 
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A recent study of MSMs in Fiji, Samoa and Vanuatu found 
that many of them had little or no understanding of how HIV and 
STIs were transmitted. They also knew little about how to prevent 
infection. Many practised unsafe sex, with 17 per cent of Samoan 
MSMs saying that they did not use condoms (Keith-Reid and Tugiri 


2002). 


Where HIV prevalence among MSMs has been measured, high 
rates of infection have been detected. The data in figure III.3 come 
from a study of over 200 MSMs in Cambodia. Most of these men sell 
sex to men, but over 60 per cent also have sex with women, and 
many patronize female sex workers. Fewer than half of the men who 
sold sex used a condom with their last paid partner (MAP 2001, 
p. 20). Similar levels were found among Thai male sex workers. 
Prevalence rates among MSMs in several Malaysian states are around 
10 per cent, while 3 out of 10 sentinel sites in the Philippines have 
recorded HIV infections in MSMs. Among Japanese MSMs, HIV in- 
fections increased sharply in the late 1990s, accounting for twice as 
many infections as in heterosexual men (MAP 2001, pp. 4-5; National 


Figure III.3. MSMs in Cambodia: sexual contact 
between men and different partners in a period of six months 
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(last month) 


Bought sex from... 
Sold sex to... 


Had sex with... 


Percentage 


G3 Man Hi Woman 


Source: MAP (Monitoring the AIDS Parpidemic), The Status and Trends of HIV/AIDS/STI Epidemics in Asia and 
the Pacific (Washington, United States Bureau of the census 2001). 
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Box IlI.4. Shifting trends, changes in vulnerability 


In Japan, the high percentage of haemophilia-related AIDS cases as the distinctive charac- 
teristic of HIV infection has given way to newer trends in transmission. HIV infection is now 


principally through sexual contact. — Injecting drug use and mother-to-child transmission 
accounted for less than 1 per cent of infections. 


The number of Japanese men living with HIV who acquired the virus through homosexual 
contact has increased markedly. Homosexual contact accounted for 63 per cent and heterosexual 
contact 26 per cent of infections in 2001 (see figure below). New cases of Japanese men living 
with HIV who had been infected through homosexual contact formed a peak among those aged 
25 to 29 years. An increase among those in their 20s and 30s is also noteworthy. The peak in age 
distribution of new HIV infection among Japanese men who acquired the virus through hetero- 
sexual contact is seen among those aged 30 to 34 years in 1999, 35 to 39 years in 2000 and 25 to 29 
years in 2001. Another alarming trend is the shift of infection to a younger generation of women, 
from those aged 25 to 29 years (between 1998 and 2000) to those aged 20 to 24 years in 2001 (see 
figure below). The reported cases of people living with AIDS have increased every year, except in 
1998. The reporting decreased once in 2000 and then increased again to the largest number in 
2001. 


Gender and mode of infection of new HIV cases, Japan, 1985-2001 


A. Japanese males B. Japanese females 
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Source: National Institute of Infectious Diseases and Tuberculosis and Infectious Diseases Control Division, 
Ministry of Health, Labour and Welfare, Japan, 2002. National Epidemiological Surveillance of Infectious 
Diseases: data based on the reports received before 27 February 2002, Infectious Agents Surveillance Report, 2002, 
vol. 23, No. 5 pp. 109-110 (http://fidse.nih.go.jp/iasr/23/267/tpc267.html). 


People’s vulnerability: challenge to leadership 59 


Institute of Infectious Diseases and Tuberculosis and Infectious 
Diseases Control Division, Ministry of Health, Labour and Welfare, 
Japan, 2002) (see box III.4). 


Studies in countries as diverse as Cambodia, India, Pakistan 
and Thailand confirm that men who have unprotected sex with 
men also have unprotected sex with women (UNAIDS 2002a). 
A Cambodian survey found that 60 per cent of MSMs also had 
sex with women, with many visiting female sex workers (see 
figure III.3). Studies in northern Thailand indicate that MSMs are 
likely to have twice as many female partners as heterosexual men 
and are more likely to have unprotected sex with sex workers. The 
virus will eventually spread to their female partners who, in turn, 
can transmit it to others. The notion that an HIV epidemic among 
MSMs will remain restricted to that group is clearly misplaced (MAP 
2001). 


Box III.5. Success in reaching the unreached 


“Bandhu” and “Sahodaran” of Bangladesh 


The “Bandhu Social Welfare Society” and “Sahodaran” Dhaka are two non-governmental 
organizations that have undertaken excellent work with MSMs in Bangladesh. They have broken 
new ground by building community-based and community-managed organizations for respond- 
ing to the sexual health needs of MSMs. Both organizations have created “safe spaces” where 
MSMs (who are stigmatized and marginalized) have an opportunity to socialize and openly 
access a range of services. Strong outreach programmes have been implemented. In Bandhu, an 
innovative clinic for STI diagnosis and treatment has been established. Sahodaran has contri- 
buted strongly to national advocacy and networking around policy and technical issues related to 
STIs, HIV and sex between men. 


Telephone information provision and counselling have also started. Both organizations are 
trying to extend services to the female partners of MSMs although this is not yet as successful. 


The level of commitment, among MSMs, to the health and welfare of their peers, is exem- 
plary. They have, to some extent, demonstrated that collective action and community-building 
contain the potential to deal with the problems of MSMs. 


Source: UNAIDS, Best Practices Digest 2003, extracted from Naz Foundation International Newsletter, Pukar, 
July 2000. 
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Governments must protect their societies from the epidemic by 
openly acknowledging the problems that MSMs face. Silence around 
groups such as MSMs hampers, and even prevents, reduction of their 
vulnerability. MSMs are among the groups affected at an early stage 
of the epidemic. Interventions among MSMs must therefore be 
initiated early to reduce the risk of HIV infection among them. As 
MSMs face negative stereotyping and their sexual behaviour is 
deemed illegal, laws must be interpreted and implemented in a 
pragmatic manner to allow preventive and promotive health care to 
reach them in a non-threatening environment. It is important that 
Governments take into consideration the futility for HIV prevention 
of a tough legal approach that criminalizes MSMs, making them 
impossible to reach. 


As in the case of sex workers and IDUs, tackling the problem 
of HIV/AIDS among MSMs requires an integrated approach. Such 
an approach would include raising their issues publicly, providing 
user-friendly services and involving the MSM community in imple- 
menting interventions. 


(d) Mobile populations: women, men and 
children on the move 


At no other time in history has there been so much movement 
from one place to another within countries and between countries. 
The number of people moving within the Asian and Pacific region, 
and beyond it, has soared in the past few decades. Mobile people 
include transport workers, the uniformed services, seafarers (see 
box IIL6), migrant labourers, businessmen, traders, tourists and 
government employees. Many people also move involuntarily. They 
may be trafficked. Or they may move because of displacement by 
war, civil strife and natural disaster. People also move in attempts to 
escape destitution. 


Skilled and semi-skilled workers from Kiribati, the Philippines, 
Sri Lanka and Tuvalu, for example, are highly mobile. Workers from 
Bangladesh, Bhutan, India and Nepal also travel back and forth 
between these countries. They are all vulnerable to acquiring HIV 
and spreading the infection. 


Thailand serves as a hub for regional migration. It is estimated 


that Thailand has around 2.5 million migrant workers, mainly from 
Cambodia, the Lao People’s Democratic Republic and Myanmar 
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Box IIL.6. Seafarers — South-East Asia and the Pacific 


For centuries, seafarers have traversed the waters of Asia and the Pacific, as traders, 
fishermen, sailors or adventurers. 


Estimates suggest that, along the coasts of South and South-East Asia, up to 13 per cent 
of maritime workers between southern Bangladesh and the Indonesian province of Irian Jaya 
are HIV-positive (Agence France-Presse 1999). Filipinos, who constitute nearly 20 per cent (or 
500,000) of the world’s seafarers, are especially susceptible. The wives of Filipino seafarers live in 
uncertainty as to whether their partners have acquired an STI, or HIV, while away. In the words 
of one wife, “I always remind him to please come home to me safe, but I have no way of knowing 
if he’s been faithful to me”. Not being able to persuade him to undergo a medical examination 
she notes, “So I just closed my eyes and prayed” (Sison 2001). 


Surrounded by the vastness of the world’s largest ocean, Pacific islanders have traditionally 
depended on the sea as a main source of livelihood. For example, some 10 per cent of young men 
from Kiribati and Tuvalu work as sailors (Crocombe 2001, p. 93). They could be away from home 
for up to 12 months at a time and are vulnerable to HIV infection. 


The Minister of Health of Tuvalu expressed concern over this issue: “The incidence of 
HIV/AIDS is highest among our seafarers who have gone overseas to work on merchant boats 
and contract the killer virus abroad. Although our small economy has greatly benefited from the 
income earned and remitted back home by our seamen, it is through this particular group of our 
community that Tuvalu is exposed to the HIV/AIDS threat” (Seluka 2002). 


Many young women who are unable to find employment engage in sex work, finding 
clients among foreign vessels visiting the capital, Tarawa (Keith-Reid and Tugiri 2002). 


(ESCAP 2003a), of whom only about 500,000 are documented. This 
raises concerns regarding the access that mobile populations have to 
health-care services. 


Income disparity within countries is a significant factor in 
intracountry mobility. Intracountry income disparity entices workers 
to migrate to more affluent regions in search of employment. 


Estimates indicate that nearly 100 million Chinese have either 
temporarily or permanently moved from their homes (Compendium 
of Reports 2001). The industrialized state of Maharashtra, India, 
for example, attracts many migrants from other parts of the Indian 
subcontinent, particularly from states such as Uttar Pradesh 
and Madhya Pradesh that have lower per capita income levels 
(see figure III.4). Many of the migrants, especially young men, are 
likely to use the services of sex workers. With a prevalence rate 
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of over 1 per cent, migrants to Maharashtra may help to spread 
the virus to other parts of the country where prevalence rates 
are substantially lower. Significantly, the major sites of origin of 
these migrants (such as Bihar and Uttar Pradesh) have low preva- 
lence rates. However, parts of the host site, Maharashtra, are high- 
prevalence sites. In many of the villages of Bihar and Uttar Pradesh, 
instances of HIV infection are coming to light. Those who have 
acquired HIV in these villages have been migrants to Maharashtra. 
This indicates that unless prevention measures are implemented, 
even in low-prevalence areas such as Uttar Pradesh and Bihar, 
a major outbreak cannot be averted. 


Some countries are more affected by mobile populations 
than others. For example, there are some 7 million Filipinos, mostly 
women, working overseas, who constitute around 8 per cent of 
Philippine citizens. Nearly 28 per cent of HIV-positive Filipinos had 
previously worked overseas. Around 41 per cent of Bangladesh’s 
PLWHAs had been migrant workers, while in Nepal’s Terai (plains) 
region, 17 per cent of sex workers who had worked in India 
accounted for over 75 per cent of Nepal’s PLWHAs. Ten per cent 
of migrants returning from Mumbai to Doti District in the far 


Figure III.4. State-wise percentage of migrants to Maharashtra, India 


(total number of migrants: 1.6 million) 
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Source: Unpublished data from UNAIDS South Asia Intercountry Team (New Delhi, 2001). 
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west region of Nepal were HIV-positive, compared with just 2 
per cent among non-migrants (MAP 2001, pp. 23-24; UNAIDS 2002a, 


p. 114). 


Mobile populations are vulnerable when away from. their 
families and communities. Poverty, powerlessness and_ isolation 
exacerbate their vulnerability while they are away from the moorings 
of familiar support systems. Once in a foreign country, cultural 
differences, poor living conditions, difficulties in accessing informa- 
tion and limited education on the part of the migrants increase their 
vulnerability to HIV infection. Furthermore, discrimination that 
migrant workers often face at their destination increases their HIV 
vulnerability. 


Framework for intervention 


Knowledge gained in the past five years within this region 
points to the critical source-transit-host community linkages in the 
mobility of people. Furthermore, these linkages are part of a 
continuum. Thus, the framework for intervention among migrants 
involves specific interventions at points of destination and origin, as 


well as during transit. Counselling migrants about vulnerabilities 


Box III.7. Success in dealing with 
mobile populations 


Projects have been initiated in South and South- 
East Asia at points of origin, during transit and at 
points of destination. However, large-scale coverage had 
yet to be achieved. Examples of HIV-infection preven- 
tion include the mandatory Philippine programme on 
“Pre-Employment Orientation Seminars” for all Filipino 
workers departing for overseas employment, workers’ 
survival kits designed for seafarers, domestic helpers and 
medical professionals, and the reintegration programme 
for returnee reintegration. 


Source: UNDP, Report of the Workshop on the Brunei, Indo- 
nesia, Malaysia, Philippines, Singapore Cluster Country Consulta- 
tion on Migrant Workers’ HIV Vulnerability Reduction. Pre-depar- 
ture, Post-arrival and Returnee Reintegration, September 2002. 
The post-arrival information kit produced by the Singapore Health 
Promotion Board is another example (UNDP, 2002). 
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and risks at points of origin and 
destination, and during their 
transit, could help to shield 
these groups from the risk of 
HIV infection. 


The vulnerabilities of mo- 
bile groups can be addressed 
through the creation of enabling 
environments in specific loca- 
tions and the adjustment of 
policies and regulations aimed at 
decreasing their vulnerabilities. 
One way of addressing their 
vulnerabilities is to change the 
way they travel, for example, by 
reducing the time that vehicles 
have to stop at border cross- 
ings or wait for cargo to be 
transported (UNDP and _ others 
n.d.). Another way is to increase 
their livelihood opportunities at 
points of origin, to pre-empt the 
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economic need to move. Yet another way to reduce HIV infection is 
to provide, at the points of destination, more outreach programmes, 


preventive health-care services and behaviour change programmes 
for mobile populations. 


In certain cases, mobile population groups are linked with 
human trafficking, which in turn involves legal institutions. In 
practice, the involvement of legal institutions could make programme 


implementation to reduce vulnerabilities among these groups more 
difficult. 


While HIV vulnerability reduction is everyone’s responsibility, 
some host countries might assume that migrants, with their language 
barriers, and suspicion of government services and legal systems, are 
particularly difficult to reach with HIV/AIDS programmes. In this 
regard, neglect of migrant groups, however, could rebound on a host 
country. HIV is transmitted by people’s behaviour, not who they are 
(Lee-Nah Hsu, email communication dated 24 February 2003). The 
virus does not discriminate between natives and foreign nationals. 
At risk are all those, particularly married women, who are not in a 
position to insist on safer sex. 


(e) Uniformed personnel: HIV in the barracks 


The vulnerability of uniformed personnel to HIV infection is 
highlighted in the Declaration of Commitment on HIV/AIDS 
(United Nations 2001b). The ministries of defence of some countries 
in sub-Saharan Africa have reported average HIV prevalence rates 
of 20 to 40 per cent among their armed services and rates as high 
as 50 to 60 per cent where HIV/AIDS has been present for longer 
than a decade. In the ESCAP region, there are troubling signs that 
HIV infection is an increasing problem among uniformed services. 
In Cambodia, the prevalence rate in the police force was found 
to be 4.7 per cent in 1999, about one third higher than the national 
adult HIV prevalence rate at the time (NCHADS 2000). 


Several factors contribute 


to the HIV/AIDS risks that “HIV/AIDS is now the military’s only 
uniformed personnel face (see enemy. It could devastate our plans for reform 
box III.8), not least the practice and reduce our capability. We are very worried.” 
of posting personnel far from 


their families and communities for General Veng Bun Lay, ops eal eM 
extended periods, thus increasing Ministry of Defence, Cambodia 
the opportunities and temptation 
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Box III.8. Uniformed personnel: 
high-risk behaviour 


Factors that contribute to high-risk behaviour 
among uniformed personnel include the following that 
characterize this group: 


Youthfulness and predisposition to sexual 
activity. 

Mobility and physical absence from regular 
sex partners. 

Subjected to an ethos of risk-taking. 


Peer encouragement of high-risk behaviour, 
with lack of constraint on experimentation, 
including unsafe sex and substance abuse. 


Experience of periods of stress or boredom, 
from which unsafe sex is one easily available 
source of relief. 


Having more power, influence and money 
than the local, host community. 


to engage in unsafe sex with 
multiple partners. Youth in the 
uniformed services and young new 
recruits are particularly vulnerable. 
They may not be aware of the risks 
involved in having multiple sex 
partners and engaging in casual 
sex. They may engage in higher- 
risk behaviour because they 
function in an environment in 
which risk-taking behaviour is the 
norm. 


If a high level of HIV/AIDS 
prevails among uniformed per- 
sonnel, it could undermine their 
overall level of preparedness, in 
turn increasing the risk to national 
security. As more officers and 
key personnel fall ill, combat readi- 
ness and defence capability can 


be expected to deteriorate. 


Often, military bases or a strong military presence can act 
as a “magnet” for the provision of sex worker services. This can 
also heighten the risk of HIV infection among the local community. 
Additionally once demobilized, HIV-positive uniformed personnel 
could transmit the virus to partners in their local communities. 


Box III. 9. Projects in the barracks yield results 


Attempts to stop the spread of HIV in the army have been successful in Thailand. The 
Johns Hopkins University School of Hygiene and Public Health directs a programme that 
promotes safer sex among military recruits in Thailand. Among this group, the prevalence of HIV 
infection through 1993 was nearly 12 per cent, a rate hundreds of times that of United States Army 


volunteers. The Royal Thai Army flooded military recruits with AIDS prevention messages, an 
approach that dramatically reduced the rate of HIV infection among them. For 14 months, the 
intervention group received intensive training in safer sex practices. By the end of the period, 
only one recruit in the intervention group had become infected with HIV, compared with 13 
seroconverters in the control cohort. Although about one third of the soldiers in the intervention 
cohort continued to visit sex workers, more than 95 per cent reported that they used a condom at 
each visit. 
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Measures to deal with the epidemic among uniformed service 
personnel have to be sustained. The interventions have to focus on 
behaviour change. 


(f) Prisoners — quarantined behind prison walls? 


Prisons provide an ideal environment for the transmission 
of the virus, as compelling evidence from the ESCAP region con- 
firms. In 2001, 10 prisons in the Islamic Republic of Iran reported 
HIV infection among prisoners who injected drugs, with one site 
recording a staggering 63 per cent HIV prevalence rate. The overall 
prevalence rate among prisoners was 12 per cent in 2001 (MAP 2001, 
p. 3; UNAIDS/WHO 2002, p. 22). Approximately 10 per cent of 
prisoners in the Islamic Republic of Iran are believed to be drug 


injectors and over 95 per cent of them share needles. 


In the Russian Federation, 
prisoners comprise about 15 per 
cent of registered HIV cases, with 
unsafe sex, tattooing and injecting 
drug use accounting for most HIV 
infections (Frost and ‘Tchertkov 
2002, pp. 7-8). High prevalence 
rates have also been detected in 
some Indonesian prisons, includ- 
ing a prison in Bali where 53 per 
cent of jailed IDUs were found to 
be HIV-positive in 2000 (UNAIDS 
2002a, p. 97). 


High-risk behaviours, such 
as injecting drug use and 
unprotected and sometimes co- 
erced sex, expose prison inmates 
to the risk of HIV infection. Com- 
pounding the vulnerability of 
prisoners is their limited know- 
ledge of HIV/AIDS. Few prisons 
offer inmates the means to protect 
themselves against the virus. 
Prison administrators frequently 
bar information about the virus. 
Preventive measures, such as 
condoms and liquid bleach for 
sterilizing needles and syringes, 
are seldom available. 
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Box III.10. People behind bars 
run interventions 


Among the projects directed at protecting 
inmates from HIV infection is one implemented in 
three prisons in Kathmandu. The main aim is to build 
awareness and knowledge of HIV/AIDS and STI 
transmission. 


In coordination with the prison administration, 
a group of prisoners was identified to serve as peer 
educators. They received peer education training and 
became the focal point for HIV/AIDS/STI work inside 
the prisons. Peer educators were also trained in 
counselling. Education materials were distributed and 
a condom box was introduced, with the peer educators 
ensuring it stayed stocked. The net result is that 
condoms are now available in the prisons, which is 
expected to control infection. The counselling and 
education have empowered the prisoners to protect 
themselves and at the same time provide care and 
support to those prisoners who are identified as HIV- 
positive. 


Source: P. Upadhyay, “Challenge in implementing HIV/ 
AIDS/STD in the prisons in Kathmandu, Nepal, “paper pre- 
sented at the Twelfth World AIDS Conference, Geneva, 27 June 
— 3 July 1998. 
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Many of the prevailing social and cultural conditions that 
render women so vulnerable to HIV/AIDS are even more 
pronounced in prisons. Evidence from a prison in Manila suggests 
that many women prisoners had been vulnerable to HIV infection 
before their imprisonment. Generally poor and uninformed about 
the epidemic, they had engaged in unprotected sex with multiple 
partners (mostly in successive monogamous relationships). Once in 
prison, they faced the risk of sexual abuse from male inmates and 
prison wardens. At least 25 per cent of female inmates were infected 
with STIs (Simbulan and others 2001, pp. 599 and 605). 


B. Young people - key to controlling the epidemic 


With over half of all new HIV infections occurring among 
people aged between 15 and 24 years, the Asian and Pacific region’s 
620 million young people are at great risk. Around the world, 11.8 
million young people live with HIV/AIDS, most of them young 
women (UNICEF 2002, pp. 4-5). Especially vulnerable are young 
people in sex work, young [DUs, sexually abused youth, young com- 
batants, young civilians caught up in armed conflict, street youth and 
orphaned youth. 


Lacking access to youth-friendly information and services, and 
often subjected to disorienting social change, millions of young 
people in the ESCAP region are at risk of acquiring HIV. Millions are 
already affected by the epidemic. Yet vast numbers of young people 
remain unaware or ignorant concerning HIV/AIDS, with young 
women at a particular disadvantage. In most societies, sexual igno- 
rance (revered as “innocence”) among young women is encouraged. 
Many girls and young women have little control over how, when or 
where sex takes place (UNAIDS 2002a, p. 71). 


In Bangladesh, for example, only one in six female adolescents 
had heard of AIDS, and among them, just 22 per cent knew 
that AIDS could be avoided (Khan 2002, p. 130). UNICEF studies 
revealed that less than a quarter of women aged 15 to 19 in 
Azerbaijan and Uzbekistan, just over 25 per cent in Viet Nam and 
over 50 per cent in Cambodia were able to identify the main ways of 
protection against HIV infection (UNICEF 2002, p. 14). 


In Cambodia, HIV prevalence rates among sex workers 
younger than 20 years of age are significantly higher than among 
those older than this age group (ESCAP 2003a). For a country with 
over 50 per cent of its population aged under 20 years, such as the 
Lao Peoples’ Democratic Republic, the behaviour and health of 
young people are critical. There is similar cause for concern in the 
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Figure III.5. Estimated number of young people, aged 15 to 24, 
living with HIV/AIDS (end-2001) 
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Source: UNICEF, UNAIDS and WHO. Young People and HIV/AIDS: Opportunity in Crisis (Geneva, 2002) table 1, 
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Note: The low estimates are the best-case scenario and the high estimates are the worst-case scenario. 


case of countries with high HIV infection rates among young people, 
for example, the Philippines, with 35 per cent of all recorded HIV 
infections recorded among young people aged 29 years and younger 
(ESCAP 2003a). In Thailand, approximately 60 per cent of all new 
infections occur among young men and young women (ESCAP 
2003a). 
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In many societies of the ESCAP region, young people’s sexual 
attitudes and practices are changing, putting them at greater risk. 
For example, the current generation of young people in Japan 
appears to be having sexual intercourse at a younger age than 
previous generations. Over a third of Japanese women under the age 
of 25 report having sex with five or more partners in their lives, a 
substantially higher figure than for previous generations. Moreover, 
increased rates of chlamydia among females, gonorrhoea among 
males and a doubling in the number of induced teenage abortions 
suggest that a large number of young Japanese are having 
unprotected sex. In the two largest cities of Indonesia, Jakarta and 
Surabaya, evidence suggests that an increased number of high school 
students are engaging in premarital sex (MAP 2001, pp. 21-22; 
UNICEF as quoted in UNAIDS 2002a). 


High levels of sexual activity among young people per se do 
not place them at risk of HIV, but unprotected sex can lead to HIV 
infection. Younger people are less likely than their married peers to 
be monogamous. They are also less likely to use condoms, thus 
increasing their chances of HIV infection. Moreover, the information 
and services that could prevent infection are often not available to, or 
accessible by, young people, and national strategies reflect scant 
regard for young people’s needs and realities (UNICEF 2002, p. 5). 


Providing young people 
with adequate information 
Figure III.6. Gap between young people’s and knowledge is just a first 

knowledge and their behaviour step towards enabling them 
to protect themselves against 
HIV/AIDS. Knowledge alone 
does not automatically trans- 
late into safer behaviour. 
Data from Indonesia show 
that, despite an increase in 
knowledge among young 
people about condom use, the 
actual level of condom use 
1996 1997 1998 1999 remained very low and _al- 
most static, as shown by 
figure III.6. A lack of youth- 
friendly services and facilities 


—_ Knowledge —— Actual use 


Source: UNICEF, “Regional update of UNICEF action: HIV/ are among the factors contri- 
AIDS, children and youth, mothers and babies in East Asia and the buting to this gap between 
Pacific” (UNICEF, December 2002). understanding and behaviour 

change. 
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On HIV/AIDS prevention, the 
numbers are also against the young 
people of the region. The large number 
of young people living in the Asian and 
Pacific region means that comprehensive 
coverage, even at low per capita cost, 
would entail huge expenditures. For 
example, reaching India’s 240 million 
young people with HIV prevention pro- 
grammes would require US$ 240 million 


Declaration of Commitment 
on HIV/AIDS 


“By 2005, ensure that at least 90 per cent, 
and by 2010 at least 95 per cent of young men and 
women aged between 15 and 24 have access to the 
information, education, including peer education 
and youth-specific HIV education, and _ services 


necessary to develop the life skills required to reduce 


per year, even if interventions cost their vulnerability to HIV infection, in full partner- 
a nly US $1 per capita per year. Such he with youth, parents, families, educators and 
ealth-care providers. 

cost factors discourage adequate invest- 

ment in comprehensive, youth-focused 
HIV/AIDS programmes, particularly 
in populous countries. Also hindering 
youth-focused prevention action is a 
widespread reluctance to acknowledge 
young people’s sexuality and deal with 
it in a pragmatic manner. In many countries of the region, sex 
education has been introduced into the school curricula. However, 
there is still a great deal of resistance to providing young people with 
condoms and other sexual health-related services. In some countries, 
young people’s access to HIV prevention services is conditional on 
their being married, i.e., the services are available only to married 
individuals and couples. 


Source: United Nations, Declaration of Commit- 
ment on HIV/AIDS “Global Crisis-Global Action”, June 
2001. 


C. Children, women and older persons 


In addition to vulnerable groups, such as IDUs, sex workers 
and MSMs, as well as certain population groups such as young 
people, other groups who are also affected by the HIV/AIDS 
epidemic —- owing to their status and roles in society — include 
children, women and older persons. 


1. Children — innocent victims 


The United Nations Convention on the Rights of the Child 
states that every child has the right to parental support (article 9), 
health (article 24), education (article 28) and protection against sexual 
exploitation and abuse (article 34). All countries in the ESCAP region 
have ratified the Convention. Yet as the HIV/AIDS pandemic 
spreads, those very rights are compromised. Especially vulnerable to 
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the epidemic are sexually abused and sexually exploited children, 
children forced to eke out a living on the streets and children 
orphaned when their guardians die of AIDS. In many cases, affected 
children, especially girls, must drop out of school to shoulder the 
responsibility of caring for ill adults in the family. 


(a) HIV-positive children: mother-to-child transmission 


HIV transmission from mother to child is responsible for over 
90 per cent of infections among children under the age of 15. A 
mother may infect a child during pregnancy, at childbirth or through 
breastfeeding. The risk of transmission from mother to child varies 
between 15 and 30 per cent among infants who are not breastfed by 
HIV-infected mothers. Breastfeeding increases the risk of transmis- 
sion by 10 to 15 per cent. However, effective and feasible interven- 
tions to reduce mother-to-child transmission are now available and 
could save the lives of 300,000 children each year in the developing 
world. 


As the epidemic grows in the ESCAP region, mother-to-child 
transmission is of increasing concern. Mother-to-child transmission 
of HIV is a high priority in Asia today, owing to the rapid spread 
of HIV/AIDS, especially among women of reproductive age. In 
Thailand, where the Government launched broad-based efforts to 
halt the spread of HIV, less than 2 per cent of pregnant women were 
infected with HIV. In Myanmar, a study in early 1999 found that 2.6 
per cent of pregnant women were HIV-positive, with as many as 10 
to 13 per cent of women testing positive at some sites. 


Providing ARV therapy during pregnancy could significantly 
reduce the possibility of mother-to-child transmission. However, 
ARV therapy is not yet widely available in most Asian and Pacific 
countries and territories, although it is relatively cheap and easily 
administered. Such treatment can reduce the chances of mother- 
to-child transmission of HIV by up to 50 per cent. Expanded access 
to this treatment should become a priority in the region. Indeed, 
Thailand, and to a lesser extent, India and Myanmar, have begun 
introducing such programmes on a wider scale. 


(b) HIV/AIDS-affected children 


Children affected by HIV/AIDS are subjected to a cycle of 
vulnerability. 
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As parents living with HIV/AIDS become ill, their children 
often have to take over many aspects of running a household - 
earning cash, producing food and providing other forms of care for 
the household. Young girls often bear the brunt of these duties. 
They might be withdrawn from school to care for sick parents or 
siblings or be required to take on additional income-generating work 
to support the family, forgoing an education. HIV/AIDS-affected 
children are also likely to encounter discriminatory behaviour. They 
may be excluded from school, denied health services and ostracized 
by other children (UNICEF 2002, pp. 23-24). All these jeopardize 
their security and prospects, further increasing the likelihood that 
they may be exposed to the risks of HIV infection. 


2. Women, gender inequality and HIV/AIDS 


The number of women living with HIV/AIDS is increasing 
worldwide. At the end of 2002, 19.2 million women worldwide were 
living with HIV/AIDS, accounting for 46 per cent of the 42 million 
adults living with HIV/AIDS. 


Women currently comprise 13 per cent of HIV-positive adults in 
East Asia and the Pacific and 35 per cent in South and South-East 
Asia. However, in Cambodia, India, Japan, Papua New Guinea, 
Sri Lanka and Thailand, infection rates among women aged 15 to 
24 are higher than among their male counterparts. In the ESCAP 
region, it is increasingly women who are in need of care. 
Compounding the problem is the tendency for families to expend 
less on women who fall ill than on men (ESCAP 2002c, p. 9). 


(a) Women’s Vulnerability 


Physiologically, women (especially young women) are more 
vulnerable to HIV infection than men, while their generally subordi- 
nate social and economic status aggravates their overall vulnerability. 
Lack of employment opportunities, poor access to education, 
women’s low economic status and prevailing gender-discriminatory 
norms and cultural practices compound the situation (UNAIDS 
2002a, p. 65). Gender inequities in access to health care curtail 
women’s ability to access preventive, promotive and curative health- 
care services and ARV support. 


Overall in the ESCAP region, women account for a smaller 
percentage of the total number of people living with HIV/AIDS. 
However, that ratio appears to be narrowing in some places, includ- 
ing Thailand, i.e., more women are being infected. 
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Table III.1. Characteristics of the HIV/AIDS epidemic in 
selected countries/areas of the ESCAP region 


zz OO Eee. lll SE Oe eee EEE 
Adult Youth Adult Youth 


Women as HIV prevalence Women as HIV prevalence 
Country/area percentage of rate among males Country/area percentage of | rate among males 
adults living with 15-24 relative adults living with 15-24 relative 
HIV/AIDS to females HIV/AIDS to females 
15-24 years 15-24 years 


Japan 0.3 Iran (Islamic 
Cambodia 0.4 Republic of) 3.0 
Thailand , 0.7 Singapore 1.0 
Sri Lanka 0.7 Republic of Korea 2.0 
Fiji na Bangladesh 1.0 
Viet Nam 2.0 Indonesia 1.0 
Philippines 1.0 Pakistan 1.3 
Malaysia 6.0 Azerbaijan 4.0 
Lao People’s Georgia 5.0 
Democratic Armenia 3.6 
Republic 27 Kazakhstan 4.5 
Russian Federation 26 Uzbekistan na 
China 26 Kyrgyzstan na 
Papua New Guinea 26 New Zealand 4.0 
Hong Kong, China 25 Australia Be 


Sources: UNAIDS, Report on the global HIV/AIDS epidemic, (Geneva, 2002) and WHO, HIV/AIDS in Asia and the 
Pacific Region (New Delhi and Manila, 2001). 


Note: na = not available. 


(b) Factors contributing to women’s vulnerability 


In societies where misconceptions about masculinity prevail, 
men are encouraged to display their sexual prowess through having 
multiple sex partners and by indulging in alcohol and other 
substances that often lead to unprotected sex and violence. Young 
women and girls are particularly susceptible to rape and sexual 
coercion — they are widely thought to be free of the virus. In many 
countries in Asia, such as Sri Lanka, Nepal and India (Jordan 2000), 
the mistaken belief that having sex with a virgin can protect indi- 
vidual men from acquiring HIV/AIDS increases the vulnerability of 
girls to the virus (ECPAT International n.d.). 
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A host of other factors converge to render women especially 
vulnerable to HIV/AIDS (Gupta 2000, pp. 2-3). A “culture of silence” 
surrounding sex in many societies demands that “good women” 
remain ignorant about sex and passive, even subservient to men, in 
sexual interactions. This robs women of the right to control their 
bodies and their sexuality. 


The same “culture of silence” stigmatizes women seeking treat- 
ment for STIs. The expectation in many societies that women will 
remain sexually innocent and inexperienced until marriage, holds 
them back from actively seeking information on HIV/AIDS, for fear 
of being perceived as inappropriately forward on sexual matters. 


The use of barrier methods of birth control can be highly 
problematic in cultures that elevate the bearing of children as a 
feminine ideal and duty. Sexual abuse of women is a reality in most 
societies of the region. These factors, as well as women’s economic 
dependency, increase women’s vulnerability. 


Low economic and social status restricts women’s ability to 
discuss issues of fidelity and insist on condom use. Furthermore, 
many women in the region do not have open to them the choice to 
negotiate for safer sex, to refuse sex and/or to leave abusive and 
risky relationships. One study in Viet Nam found that only 35 
per cent of women felt able to refuse their husbands sex (UNAIDS 
2002a, p. 65). A study of low-income women in long-term relation- 
ships in Mumbai, India, illustrates how economic dependency mars 
women’s ability to control their bodies (Gupta 2000). In addition to 
believing they held too little economic leverage to alter their 
husbands’ behaviour, the women believed that the economic disad- 
vantages of leaving their relationships far outweighed the health 
risks of staying in those relationships. 


Given such circumstances, it is not surprising that a significant 
proportion of women living with HIV/AIDS in the ESCAP region 
appear to have acquired the virus within monogamous relationhips. 
A study in India showed, for example, that 90 per cent of HIV- 
infected women were married, monogamous and had had only one 
sex partner in their lives, which strongly indicates that their 
husbands had transmitted the virus to them (Gangakhadkar and 
others, 1997). 


In Cambodia, surveillance data for 2002 indicate that over 40 
per cent of all new infections were transmitted from husbands to 
spouses (ESCAP 2003a). In Thailand, an estimated 42 per cent of 
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Figure III.7. Thailand: changing routes of transmission 
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Source: Tim Brown, “Dynamics of Asian HIV epidemics”, paper presented at the Sixth International Congress 
on AIDS in Asia and the Pacific, Melbourne, Australia, 6 October 2001. 


new infections in 2000 were among women who had been infected 
by their husbands or regular sex partners, as figure III.7 illustrates. 
In 1990, about 10 per cent of HIV transmission had occurred from 
husbands to wives; a decade later, that proportion had swollen to 50 
per cents 


3. Older persons: overlooked minority 


The effect of HIV/AIDS on older persons is largely overlooked. 
Many older persons themselves do not believe that they are at risk of 
acquiring HIV/AIDS. This belief is widely shared. However, the 
risk is hardly negligible. In Thailand, some 5 per cent of PLWHAs 
were older than 60 in 2000. The United States, with about 10 per cent 
of AIDS cases among people aged over 50, provides an indication of 
one possible scenario of vulnerability related to an older age 
(Wooten-Bielski 1999), 


Older persons are as likely as the rest of society to have 


misconceptions about HIV/AIDS. A study in Thailand, for example, 
found that a significant proportion of older persons believed they 


16 Integrating economic and social concerns 


could acquire HIV through casual contact with PLWHAs (Im-em and 
others 2002, p. 260). With such misconceptions, many older persons 
are reluctant to provide care when it is most needed. 


As Asian societies progressively age and the epidemic evolves, 
there will be an increasing need to recognize and respond to 
the requirements of older persons. Currently, most prevention 
programmes are not geared to the realities and concerns of older 
people. 


The absence of programmes that address older persons 
heightens this group’s vulnerability to HIV. It leaves them ill 
equipped to guide younger people on how to protect themselves 
from HIV infection. It also means that older persons may not be as 
well placed to serve as caregivers as the situation might require of 
them. 


In view of the important role that older persons play in 
intergenerational arrangements for care and support, they will be 
central to efforts to cope with a growing epidemic. As more and 
more young people fall ill, increasingly parents will find themselves 
having to provide physical care and emotional, financial and material 
support. 


Loss of remittances and other financial flows, shortages of food 
and clothing, the high cost of medical fees during illness, loss of 
economic support and diminished livelihood opportunities add up to 
place a considerable burden on older persons. In addition, they are 
likely to have to deal with the stigma associated with the disease. 
Few Governments have introduced economic subsidies and support 
for older persons to care for sick or orphaned children and grand- 
children. 


Burying adult children, raising orphaned grandchildren, 
making ends meet and enduring emotional stress are the bitter, tragic 
fate of older persons in parts of the region whose stories have not yet 
come to light because household-level impact is not yet visible at the 
macro level. 


D. For whom the bell tolls 


A growing epidemic will slow — and eventually can even 
reverse — improvements in life expectancy. 
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Adult death rates could be dramatically affected in the short 
term. When the adult HIV prevalence rate reaches 4 per cent, HIV/ 
AIDS could account for one third of all adult deaths (ESCAP 2002c; 
UNAIDS 1998). Badly affected areas in several countries of the 
region, including some parts of northern Thailand, south-central 
China and India (ESCAP 2002c), could soon experience HIV preva- 
lence rates of 4 per cent and higher unless urgent and concerted 
prevention efforts are undertaken. Calculations made for four 
countries (Cambodia, India, Myanmar and Thailand) show that they 
can expect 2.2 million additional deaths as a result of HIV/AIDS in 
the period 2000-2005 (United Nations 2001a). 


Based on data for 45 countries for which such projections 
are available, a 1 per cent increase in the national adult HIV preva- 
lence rate would reduce life expectancy by approximately one year 
(United Nations 2001la; ESCAP 2002c). In severely affected places, 
the impact could be catastrophic. It is instructive to note that life 
expectancy in the period 2000-2005 in Botswana and South Africa 
(2 of the most developed countries in sub-Saharan Africa) is projected 
to be 36.1 years and 47 years respectively (United Nations 2001a). 
Just a decade earlier, in 1990-1995, life expectancy in both countries 
had stood at around 60 years. While the epidemic has not yet 
reached a comparable scale in Asia and the Pacific, already in 
Cambodia life expectancy in the period 2010-2015 is projected to 
be 59.2 years, 5 years less than it would have been without HIV/ 
AIDS (United Nations 2001a). 


The spectacular progress in child survival achieved in the 
ESCAP region is also under threat. As the HIV/AIDS pandemic 
matures, mother-to-child transmission of HIV typically causes infant 
and under-5 mortality rates to rise. Some projections for Thailand, 
for example, warn that child mortality in 2010 could be 30 per 
cent higher as a result of AIDS (Rhucharoenpornpanich and 
Chamratrithirong 2001; ESCAP 2002c). 


E. Conclusion 


Everyone is vulnerable. Every country therefore needs to 
launch a comprehensive programme of HIV/AIDS prevention cover- 
ing all population groups and involving all sectors of society. The 
approach should also be a long-term one because effective prevention 
and behaviour change take time. 
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Although everyone is vulnerable, vulnerabilities differ across 
groups. Hence, within a national programme, it may be necessary to 
prioritize interventions for groups that are most likely to be affected 
first and affected most in the early stage of the epidemic. Such 
groups include sex workers, IDUs, MSMs and migrant workers. 
These vulnerable groups would have to be targeted first to arrest the 
spread of the epidemic to the wider population. Targeting them 
early on, when their numbers are relatively small, would be more 
effective in stopping the spread of HIV/AIDS. At the same time, 
with small initial numbers, intervention costs could be minimized. 
These groups deserve special attention also because they tend to be 
the first to acquire the virus and they suffer the consequences of 
negative stereotyping since their behaviour is often illegal. 


To achieve the maximum impact in dealing with the epidemic 
in low-prevalence countries, it is imperative to complement preven- 
tion efforts focused on especially vulnerable groups with efforts to 
reach the wider population. Young people, the largest vulnerable 
population group, have to be targeted early. Not only is their sexual 
behaviour pattern easy to influence if they are targeted in time, 
but they are also easily accessible in large numbers through existing 
institutions, such as schools and colleges, and programmes, such as 
those of youth organizations and clubs. 


The national programmes need to counter negative stereo- 
typing of vulnerable groups and discriminatory behaviour towards 
them. If this is not done, the consequences might be deadly for 
the region: numerous, untold preventable infections, rejection of 
PLWHAs by families and support networks and death inflicted both 
by the virus and by other members of the community. 


Silence also obstructs the development of interventions that are 
fundamental to addressing the vulnerability of special groups, such 
as IDUs and MSMs, to HIV/AIDS. Protection of the societies of this 
region from the epidemic can occur through public acknowledgement 
of the existence of the problems of HIV/AIDS and of problems 
confronting special groups such as IDUs, MSMs and sex workers, 
encouragement of public debate on the issues and a concentration of 
efforts to address those issues. 


A blanket programme approach to tackling HIV/AIDS may 


not work. This means that a comprehensive national response 
should have built into it group-specific interventions that address the 
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various needs of diverse vulnerable groups. Thus, for example, 
while clean needles and detoxification services may have to be 
provided for IDUs, interventions such as sex education and aware- 
ness generation in a user-friendly environment targeting young 
people need to be separately mounted. It is also worth bearing in 
mind that there can be no short cuts and quick fixes in saving lives 
through HIV prevention. There is no single approach that will work 
with all vulnerable groups. 


The cost of intervention should not justify fragmenting a 
national response. Resources must be mobilized to provide long- 
term critical programme coverage of young people, who number 
some 620 million in Asian and Pacific countries and territories. 
Resources should also be mobilized for an urgent response in the 
case of groups such as sex workers, IDUs and MSMs, prioritized 
according to their vulnerability relative to particular stages of the 
epidemic. 


At the same time, the creation of a conducive policy milieu is 
crucial to influencing how laws are interpreted and implemented and 
the extent to which they mar or facilitate prevention interventions 
that can indeed reach vulnerable groups (such as health-care services 
and the supply of condoms and clean needles and syringes). Such 
efforts are needed to enable vulnerable groups to access the services 
more easily. A prevention approach is likely to yield more effective 
results in arresting the epidemic than a tough legal approach, which 
may lead to criminalization of vulnerable groups, forcing them into 
hiding. 


Mobile populations, including migrant workers and uniformed 
personnel, are vulnerable to the virus. It would be essential to 
design interventions that address the vulnerability of mobile 
populations at the points of origin, in transit and at points of desti- 
nation. The intervention at the point of origin should address push 
factors to reduce vulnerability. These push factors include impulses 
that induce mobile populations to move out of their community 
(such as poverty and lack of access to resources), along with counsel- 
ling to raise awareness of diverse issues, including the risks of 


! In Thailand, for example, although sex work is illegal, the distribution of condoms 
in all brothels in the country has been sanctioned by the State. 
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A shift in thinking is required to recognize people in need as 
“individuals with rights, with valid claims, rather than objects of care, 
benevolence and charity”. Such a shift will “require agreement on some 
sharing of responsibilities for solving global problems among governments, 


international bodies, the business sector and civil society”. 


Mary Robinson, former President of the Republic of Ireland and 
Director of the Ethical Globalization Initiative. 


acquiring the virus while in transit and at points of destination. In 
transit and at destination points, access to health services (such as 
STI treatment) must be made available, irrespective of the origin of 
the service users. This is not only good economics but also good 
politics. 


The time has come for leaders and decision makers of the Asian 
and Pacific region to initiate interventions that may seem politically 
controversial and socially sensitive, but which have the greatest 
impact on the epidemic. Political and social sensitivity should not 
deter bold action of historic significance. 


It is important for political and government leaders to set aside 
the misconception that working with sex workers, MSMs and IDUs 
would reflect badly on government and on the good name of coun- 
tries. For example, initiating sex education in schools and wide- 
spread distribution of condoms may be misconstrued as promoting 
promiscuous behaviour among young people and encouraging 
permissiveness in society. Yet far-sighted decisions need to be taken 
for early prevention of the epidemic. History reminds us that leaders 
who had taken bold decisions subsequently earned widespread 
national support and international acclaim by halting the spread of 
the disease in their respective countries.* 


The final challenge to the countries and territories of the 
ESCAP region is to accept that some of the basic causes of the 
epidemic lie in inadequate progress in development. To address 


2 Brazil, Cambodia, Senegal Thailand and Uganda are examples in point. 
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factors in this, the Governments of the region would have 
to complete the unfinished agenda of ensuring food, education 
and health for all and of reducing poverty in the region.* Countries 
that have succeeded in arresting the spread of the virus are 
those that have conquered hunger, disease and _ illiteracy and 
reduced poverty. Leaders must act now while there is still time. The 
virus is testing us. 


3 : . 
~ These are millennium development goals adopted b ; : | 
: v the 
Assembly in 2000 (Bjorkman 2002). plea’ by the United Nations Gener 
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CHAPTER Iv 


SAVING OUR FUTURE 


“To know what is right and not to do it is the worst cowardice.” 


Confucious 


@... chapter examines the potential impact of the HIV/ 
AIDS epidemic in Asia and the Pacific in the absence of an expanded 
and comprehensive response. What implications does a burgeoning 
epidemic hold for the security and livelihoods of households and 
unities? What toll might it take on incomes, savings, human 
resources, investments and productivity? How might it affect efforts 
to provide essential, quality services to society and extend the socio- 
economic gains of recent decades? All indications are that the likely 
costs of complacency and inaction will be prohibitively steep — and 
will far outstrip the costs of acting now to save the future. 


ae) 


A. The economic cost of the HIV/AIDS pandemic 


The social costs of the HIV/AIDS pandemic have been dis- 
cussed in chapter III. It has proved difficult to disaggregate from 
other factors the precise impact of HIV/AIDS at the macroeconomic 
level. Nevertheless, available evidence suggests that as HIV preva- 
e rates rise to high levels, both national income and its rate 
growth tend to shrink. The savings rates of affected households 
2 often drastically reduced with significant economic implications if 
epidemic reaches serious proportions. The labour force and 
customer base of businesses could be severely affected, as could 
agricultural production. Government revenue might suffer and 
investment levels could drop (Bloom and others 2001, 2002; Bonnel 
2000; Robalino and others 2002). 


Globally, HIV/AIDS is estimated to reverse annual economic 
owth by as many as 2 percentage points in the worst-affected 
countries (Compendium of Reports 2001). According to World Bank 
estimates, a prevalence rate of 8 per cent could reduce gross domestic 
Sroduct (GDP) by 0.4 per cent, compared with a no-AIDS scenario. 
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Nationally-focused studies have forecast that, by 2015, the economies 
of Botswana and Swaziland would grow by 2.5 and 1.1 percentage 
points less, respectively, than in the absence of AIDS. Another study 
has estimated that national HIV prevalence rates of 20 per cent could 
reduce annual GDP growth by an average 2.6 percentage points 
(ESCAP 2002c). Applied to ESCAP countries such as Indonesia, 
Malaysia or Thailand, such scenarios imply losses of billions of 
dollars. 


A simulation model for the Russian Federation has predicted 
that a national adult HIV prevalence rate of 5 per cent by 2007 
(a fivefold increase over the rate at the end of 2001) could leave the 
country’s GDP 10 per cent smaller than it would have been in the 
absence of an epidemic (ESCAP 2002c, p. 7). By 2020, annual GDP 
growth could be a full percentage point lower. 


1. Impact on the household 


It is at the subnational level that the impact of HIV/AIDS on 
economic output is likely to be harshest, especially in a region where 
more than 800 million people live on less than one US$ 1 a day. 


As more and more PLWHAs succumb to AIDS-related illnesses, 
the financial and material burden of care tends to shift away from 
hospitals towards their families and friends, who provide home- and 
community-based care. The impact of the disease on household 
welfare can be potentially devastating. Recurrent and protracted 
bouts of illness place an additional burden on already poor house- 
holds and can lead to further impoverishment for families already 
trapped near or below the poverty line. The two major causes are a 
drastic increase in health-care expenditures (which depletes private 
savings) coupled with a severe reduction in the incomes of both 
patients and their caregivers (ESCAP 2002c). 


Medical expenses for an AIDS patient are typically higher than 
for non-AIDS patients. In Thailand’s Chiang Mai province, HIV/ 
AIDS-affected families reported spending an average of US$ 1,000 in 
direct medical care costs during the last year of life of a person living 
with AIDS, or the equivalent of one half the average annual house- 
hold income (Pitayanon and others 1997). In Cambodia, expenditure 
was found to equal several times an extended family’s annual 
income. In rural parts of Cambodia, the high cost of medicine and 
the rural credit system combined to make HIV/AIDS a significant 
cause of landlessness (ESCAP 2002c). 
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AIDS deaths are associated with a larger decrease in household 
consumption than are deaths from other causes (ESCAP 2002c). In 
the Chiang Mai study, one third of the households interviewed 
reported an average decrease in household income of 48 per cent. 
Households tended to respond by delving into their savings, borrow- 
ing money from friends and relatives, taking on high-interest debt 
from moneylenders, augmenting wage incomes (sometimes by 
dispatching children into the labour market), diverting expenditures 
from other essential areas, disposing of non-productive assets (a 
reversible strategy) and eventually disposing of productive assets 
such as land, animals and equipment (a non-reversible strategy 
which can lead to pauperization). Unless avoided or, at the very 
least, tempered, such processes can unleash a destructive cycle of 
impoverishment that can fracture local social structures. The Chiang 
Mai study found that 60 per cent of the households with an AIDS 
death had used up their savings, 44 per cent had sold land, 42 
per cent had reduced their food consumption, 28 per cent had sold a 
vehicle and 11 per cent had borrowed money (US$ 1,700 on average, 
which represents about one quarter of Thailand’s 1995 GDP per 
capita) (Pitayanon and others 1997; ESCAP 2002c). The poorer the 
household, the greater the proportion of available expenditure 
absorbed by HIV/AIDS, and the more severe the relative economic 
impact. 


HIV/AIDS disproportionately strikes young adults at the 
peak of their productivity and earning power. The reduced working 
capacity of a main income earner with AIDS drastically curtails 
household income. The Chiang Mai study also found that the 
foregone lifetime income of a deceased worker was about 30 per cent 
higher when the person had died of AIDS (between US$ 28,592 and 
US$ 47,550, compared with US$ 22,020 to US$ 28,241 in the case of 
workers who had died of non-HIV/AIDS-related causes). The main 
reason for the difference is that those who died from AIDS were 
generally younger and the number of work-years lost was therefore 
higher (ESCAP 2002c). 


2. Beyond the household - the cost to enterprises 


The impact of HIV/AIDS ripples across the wider economy, 
too, initially and most obviously at the local level. HIV/AIDS cuts 
the incomes of affected households, thereby reducing their spending 
and lowering the overall demand for goods and services (as well as 
tilting demand away from certain goods and services towards 
others). This can profoundly disrupt local economies, with some 
local enterprises seeing sales and profits drop off, and local workers 
seeing job opportunities grow scarcer. 
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In a rampant epidemic, such consequences can accumulate 
and act as a drag on economic growth at the subnational and even 
national levels. One of the more significant effects is on the labour 
supply. Calculations for Thailand show that had the epidemic’s 
growth not been arrested, the country’s working age population 
could have been about 10 million smaller by 2015 (Bloom and others 
2001). This could have reduced the average GDP per capita growth 
rate between 1990 and 2015 by about 0.65 percentage points, 
leaving GDP per capita in 2015 US $ 1,272 lower than the projected 
US$ 8,500. Losing skilled and experienced workers through HIV/ 
AIDS compromises labour productivity and threatens the region’s 
prosperity. 


Workers in the informal sector are particularly vulnerable to 
the consequences of HIV/AIDS, as the International Labour Organi- 
zation (ILO) has shown in the case of Africa. These workers usually 
lack workplace medical benefits and other forms of social protection, 
while their job security is fragile at best. In such circumstances, 
illness can be disastrous, as a study of female traders in Owino 
market in Uganda has shown. When women fell ill or had to care 
for their kin, their perishable stock went to waste and _ financial 
reserves were quickly depleted. This left the women unable to 
replace their stocks, forcing them to forfeit their stalls and watch 
their enterprises collapse. The same study noted that many of the 
women who fell victim to this chain of events were forced to sell 
or barter sexual services in an effort to regain some kind of financial 
security. That recourse, in turn, made them more vulnerable to HIV 
infection (cited in ILO 1995). 


3. Every sector is vulnerable, especially 
education and health 


The education and health sectors are particularly vulnerable to 
the consequences of HIV/AIDS. 


(a) Health 


A healthy population is vital for economic growth and deve- 
lopment. Healthy societies are more likely to be wealthy societies 
(Compendium of Reports 2001). The HIV/AIDS epidemic threatens 
this important linkage. Furthermore, it adds to the pressures placed 
on public health sectors, which are already under considerable strain 
in some countries. 
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Research conducted in Papua New Guinea has shown that even 
when HIV/AIDS affected just 0.2 per cent of the population, related 
illnesses accounted for 5 per cent of the patients occupying beds in 
Port Moresby General Hospital. As AIDS patients grow in number, 
the demand for hospital beds increases. In Papua New Guinea, the 
Government expects that AIDS patients will occupy 70 per cent of all 
hospital beds by 2010. In Africa, where rates are much higher, some 
figures suggest that up to half of all hospital resources are absorbed 
by HIV/AIDS patients (CIE 2002). 


A shortage of beds means more patients are admitted at 
later stages of illness, reducing their chances of recovery (UNAIDS 
2002a p. 51). In the provincial hospital of Chiang Mai, northern 
Thailand, about half the beds have been occupied by PLWHAs 
in recent years. In 2002, Cambodia’s health-care system had no 
additional capacity to provide appropriate treatment for the 
estimated 12,000 PLWHAs in need of care and support (communica- 
tion received from the Secretary-General, National AIDS Authority, 
Cambodia, 22 February 2003). 


There are other points of stress in the health system. Diagno- 
sis and examination of patients are likely to require up to 30 per cent 
more time as more people, with more complex illnesses, turn to 
health services for help in the midst of a growing epidemic. Coun- 
selling demands increase, as does expenditure on testing procedures, 
drugs and other supplies, by up to 30 to 40 per cent in some cases. 
Most countries are ill prepared for such eventualities. The United 
Nations (1996) has estimated that the average annual health-care cost 
for a person living with HIV/AIDS in the Pacific islands was about 
US$ 5,000 in 1996, compared with the average US$ 20 to USS 30 per 
person that Pacific island Governments were spending on health care 
at the time. Even a moderate HIV/AIDS epidemic would therefore 
impose a huge burden on government budgets in these countries and 
on household health-care spending. 


The HIV/AIDS epidemic is also associated with an increase 
in active tuberculosis (TB) cases, among both HIV-positive and 
HIV-negative populations. TB carriers who are also infected with 
HIV face a 30- to 50-fold increase in their risk of developing active TB 
(WHO 2001b, p. 78). The World Bank has estimated that 25 per cent 
of the HIV-negative persons dying of TB in the coming years world- 
wide would not have become infected with the bacillus in the 
absence of the HIV/AIDS pandemic. Most countries of the Asian 
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and Pacific region can expect an increase in HIV-related TB cases of 5 
to 10 per cent (ESCAP 2002c). In Cambodia and Thailand, the 


number of TB cases could double. 


The cost of basic palliative care and treatment of opportunistic 
infections — not ARV treatment — can place a heavy burden on health 
budgets and systems, especially in countries with low or dwindling 
per capita expenditures on health. The World Bank has estimated 
that in many developing countries, one year of basic medical 
treatment can amount to 2 to 3 times the per capita GDP. In Thai- 
land, one estimate has put the annual cost of basic medical care for 
each person living with HIV/AIDS at approximately US$ 1,000 per 
person or about 25 times the Government’s per capita health 
expenditures (Farooq 2000, p. 10). 


Making free ARV treatments widely available to PLWHAs 
would require a public subsidy amounting to six times Thailand’s 
entire AIDS budget. Furthermore, PLWHAs would still have to pay 
around US$ 500 a year for the related health care required, a 
sum most would not be able to afford (UNAIDS 2000, p. 96). The 
lower-priced generic three-drug combination manufactured in India 
could lower costs somewhat, provided that it could be made widely 
available. 


The epidemic poses other problems for the health sector. 
Health workers are vulnerable to HIV, which they could acquire 
through needlestick injuries, and to other opportunistic infections. 
Increased workloads and stress levels and declining morale among 
health workers often accompany a growing HIV/AIDS epidemic and 
can encourage staff to move abroad or abandon the public sector 
or even the health profession itself (UNAIDS 2002, p. 51). As the 
epidemic expands, more health workers would themselves succumb 
to AIDS-related illnesses. Such losses would lead to further deterio- 
ration of health services, while the demand for health services rises. 


(b) Education 


Education is a fundamental aspect of human capital develop- 
ment and of overall growth in labour productivity, national income 
and economic prosperity. HIV/AIDS now threatens to unravel the 
significant improvements made over the last several decades in the 
education systems of countries in the ESCAP region. 
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In a severe HIV/AIDS epidemic scenario, a decline in school 
enrolment is one of the effects. Children are removed from school to 
care for parents and family members. School fees and other expenses 
become unaffordable. AIDS-related infertility and a decline in the 
birth rate mean fewer children are born. More children are them- 
selves infected and do not survive their schooling years (World Bank 
2000; UNAIDS 2002a, p. 52). 


In the Central African Republic and Swaziland, for example, 
school enrolment reportedly fell between 20 to 36 per cent owing to 
AIDS and orphanhood, with girls being most affected (UNAIDS 
2002a). 


AIDS may lead to fewer qualified teachers and administrators, 
weakening the quality of education. In Manicaland, Zimbabwe, 19 
per cent of male teachers and almost 29 per cent of female teachers 
were found to be infected with HIV (UNAIDS 2002a). 


The debilitating effects could be especially severe in rural areas, 
where schools typically rely on a small number of teachers 
and school staff. Losing just one or two could jeopardize a school. 
Training new teachers and hiring substitute teachers in substantial 
numbers would strain education budgets and threaten to crowd out 
investment in in-service training, teaching materials and education 
infrastructure and maintenance. Unless adequate prevention and 
impact mitigation measures are put in place, countries in the region 
that have reached high standards of literacy and education are likely 
to see a deterioration in terms of the quality and loss of skilled 
personnel if the HIV/AIDS epidemic is allowed to spread unchecked. 
Efforts to provide quality education for all could stall in the face of 
HIV/AIDS. 


4. Rural and agricultural sectors 


The effects of an expanding epidemic can be pronounced in the 
agricultural sector, particularly in countries, such as China, India 
and Indonesia, where more than 50 per cent of the labour force is 
employed in this sector (ESCAP 2002a). The agricultural output of 
small-scale, community-based farming and the supplementary 
incomes from wage labour cannot be sustained if AIDS is allowed to 
rage unabated (UNAIDS 2002a). 


In severe epidemics, food production and supplies, and even 


food security, can be threatened as HIV/ AIDS-related morbidity and 
mortality worsen, as several southern African countries discovered 
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in 2002. In those countries, a combination of adverse weather, 
inappropriate policy adjustments and long-standing, severe HIV/ 
AIDS epidemics created a food crisis that threatened some 14 million 
with starvation. 


As rural livelihoods become less viable and secure, more 
young people migrate to urban areas. The absence of a familiar and 
stable social order, stressful living conditions and insecure income 
prospects can all make risk-taking more likely, including risks that 
expose people to HIV infections. Those who acquire the virus 
might, upon return to their rural homes, transmit it to partners there. 
In many instances, people also return to their rural homes for 
care, once their AIDS symptoms become manifest. These addi- 
tional claims on limited labour capacity can further strain rural 
livelihoods. 


A recent study in Papua New Guinea modelled the impact of 
HIV/AIDS on various sectors (CIE 2002). In the agricultural sector, 
the study suggested that the epidemic would limit the labour supply 
and push labour costs upward. The study projected that, by 2020, 
agricultural sector incomes would fall by as much as 8 per cent in 
a worst-case HIV/AIDS scenario. The effects on smallholder agricul- 
ture would be more pronounced, with sectoral output dropping by as 
much as 24 per cent in the same period. 


Despite such outlooks, most national responses to HIV/AIDS 
have tended to follow health-based, urban-focused approaches that 
neglect agriculture and rural development, potentially compromising 
food security and rural livelihoods. 


5. The public sector 


HIV/AIDS affects Governments in numerous ways. At the 
most basic level, they face added pressures for greater health spend- 
ing, which can force them to divert resources away from other key 
government investments in, say, education, infrastructure and 
governance. 


Less well documented, but equally critical, is the potential 
impact of the epidemic on the ranks of professional staff. Particularly 
in the early phases of a severe epidemic, HIV/AIDS could hit dispro- 
portionately hard the ranks of well-educated and skilled income 
earners, including public servants, the police and the military. As the 
epidemic widens, they tend to constitute a smaller share of the 
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overall number of PLWHAs, but they continue to be affected. This 
poses an obvious threat to public sector capacity to provide and 
maintain key functions and services. 


Government revenues could also be adversely affected, setting 
off a particular chain of effects in countries where State pensions and 
social security benefits play an important role (Lisk 2002). With 
fewer workers reaching retirement age, their overall contributions 
to these funds and schemes would decline. At the same time, the 
demand for sickness and death-related benefits and pensions would 
rise. Tax revenues, too, might decline if overall economic output and 
profitability suffer. All of these could put a squeeze on the supply 
of public and private sector investment capital, thus acting as a 
significant brake on economic growth. 


B. Prospects and choices 


1. Prevalence rates — with and without an expanded 
and comprehensive response 


The HIV/AIDS pandemic thus far yields two bold lessons. _ If 
left to spread, HIV/AIDS could engulf whole regions and reverse 
decades of development progress. It is also equally clear that the 
epidemic does yield to human intervention. 


The best current projections suggest that, between 2002 and 
2010, an additional 45 million people will become infected with HIV 
in 126 low- and middle-income countries (currently with con- 
centrated or generalized epidemics) unless the world succeeds in 
mounting a drastically expanded, global prevention effort. More 
than 40 per cent of those infections would occur in Asia and the 
Pacific, which currently accounts for about 20 per cent of new annual 
infections (UNAIDS/WHO 2002, p. 5). 


A recent study in The Lancet (Stover and others 2002) suggests 
that if the success achieved in the prevention of transmission were 
expanded to the global scale, around 4 million new infections per 
annum could be prevented from 2005 onwards (figure IV.1).' 


| This analysis is based on epidemiological data, mathematical models of HIV-1 
transmission and a review of the efficacy of prevention programmes on risk behaviours. 
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Figure IV.1. Projected new adult infections given the current degree 
of intervention and timely scaling-up of a package of 
comprehensive interventions 
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Source: John Stover and others, “Can we reverse the HIV/AIDS pandemic with an expanded response?”, 
The Lancet, vol. 360, No. 9326, p. 75. 


According to Stover and others (2002), the proportion of 
infections averted in different countries would vary according to the 
nature of the epidemic (generalized versus concentrated), the current 
level of HIV prevalence and the anticipated growth rate in HIV 
incidence (table IV.1). Their calculations indicate that the proportion 
of expected infections averted ranges from a low of 40 per 
cent in countries with stable or declining prevalence (such as 
Thailand) to a high of 70 per cent in countries with rapidly growing 
epidemics (such as China). Overall, nearly one third of all global 
benefits from an expanded and comprehensive intervention package 
would accrue to two countries, China and India (Stover and others 
2002). 
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Table IV.1. Infections that can be averted between 2002 and 2010 


Sr 
New infections, 2002-2010 
a Ee Et 


Number of Baseline Expanded response Proportion averted 
countries (millions) (millions) by expanded response 


(percentage) 
ee 


All low- and middle-income countries 126 45.4 16.9 63 


By region 


Sub-Saharan Africa 38 21.0 8.8 58 
Eastern Europe and Central Asia 24 2.8 13 54 
North Africa and Middle East 15 0.9 0.3 62 
South and South-East Asia 2} 18.5 5.7 69 


Latin America and the Caribbean 


By type of epidemic 
Generalized 41 22.5 9.5 58 
Concentrated 


By 2001 prevalence level 


High (>5 per cent) 24 16.6 6.2 63 
Medium (1-5 per cent) 25 5.0 2.8 43 
Low (0.5-1 per cent) 13 9.7 3.4 64 


Very low (<0-5 per cent) 


By projected incidence trend, 2001-2005 


High (250 per cent increase) 80 14.8 4.6 69 
Low (<50 per cent increase) 46 30.6 12.3 60 


Sources: John Stover and others, “Can we reverse the HIV/AIDS pandemic with an expanded response?, “The | 
Lancet, vol. 360, No. 9326, p. 76. 


A delayed response would significantly reduce the total 
benefits measured in terms of new infections prevented (figure IV.2). 
For example, the analyses suggest that a three-year delay in achiev- 
ing full implementation of an expanded and comprehensive response 
would reduce by half the total number of new infections averted by 
2010 (Stover and others 2002). Each year of delay would diminish 
the benefit in terms of new infections averted. 


Clearly, immediate implementation of a comprehensive set of 
interventions can avert a large number of future infections and 
reverse the likely course of the AIDS epidemic. 
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Figure IV.2. Number of adult infections dependent on time 
of initiation of interventions 


Delayed intervention 
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No intervention 


Total infections 2002-2010 (millions) 


Sources: John Stover and others, “Can we reverse the HIV/AIDS pandemic with an expanded response?, 
“The Lancet, vol. 360, No. 9326, p. 76. 


2. Actionable interventions 


(a) Package of recommended actions 


There exists a package of recommended actions on requisite 
key interventions* to achieve the overall goals laid out in the United 
Nations Declaration of Commitment on HIV/AIDS. The package 
is composed of 25 categories of key interventions (box IV.1): 17 
categories of prevention services, 5 categories of care services and 
3 types of support for orphans. It is estimated that implementing 
a comprehensive programme composed of 12 of the prevention 
services in all low- and middle-income countries could avert more 
than 60 per cent of potential new HIV infections between now and 
2010. Those 12 interventions are generally considered essential 
elements of an expanded response and are included in most national 
programmes. 


It is feasible to achieve the goals and objectives of the United 
Nations Declaration of Commitment on HIV/AIDS and to reduce 
HIV prevalence levels among young people by 25 per cent by 2010 
(see box IV.2). Wider benefits would be reaped too, including a 


2 Put together by a working group of the UNAIDS Economics Reference Group. 
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Box IV.1. Prevention interventions and care and Support activities 
of the expanded response programme 


Prevention interventions 


Mass media campaigns 

Voluntary counselling and testing 
Condom social marketing 
School-based AIDS education 

Peer education for out-of-school youth 
Outreach programmes for sex workers and their clients 
Outreach programmes for MSMs 

Harm reduction programmes for IDUs 

Blood safety 

Public sector condom promotion and distribution 

11. Treatment of STIs 

12. Workplace prevention programmes 

13. Prevention of mother-to-child transmission 
14. Post-exposure prophylaxis 

15. Safe injections 

16. Universal precautions 

17. Policy, advocacy, administration and research 


Lak 
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Care services 


Palliative care 
Diagnosis of HIV infection (HIV testing) 

Treatment for opportunistic infections 

Prophylaxis for opportunistic infections 

ARV therapy, including laboratory services for monitoring treatment 


Vim OF bh 


Orphan support 


1. Community support for orphan care 
2. Orphanages 
3. School fee support for orphans 


Source: UNAIDS, “Financial resources for HIV/AIDS programmes in low- and middle-income countries over 
the next five years” (UNAIDS/PCB(13)/02.5). 


generation of young people who are better educated, better informed 
and less likely to engage in high-risk behaviour in matters of sex and 
sexuality, harm reduction and HIV/AIDS prevention, a reduction 
in the incidence of other sexually transmitted diseases and fewer 
children infected through mother-to-child transmission. 
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Box IV.2. Declaration of Commitment on HIV/AIDS 


Global priorities are now clear 


New momentum in the fight against HIV/AIDS became evident in June 2001, when the 
membership of the United Nations met at a special session of the General Assembly to agree on a 
comprehensive and coordinated global response to the AIDS crisis. The members adopted a 
powerful Declaration of Commitment on HIV/AIDS and reaffirmed the pledge made by world 
leaders in their Millennium Declaration, to halt and begin to reverse the spread of AIDS by 2015. 
The Declaration of Commitment, adopted unanimously, now serves as a benchmark for global 
action. Its targets and goals include the need to: 


e Secure more resources to fight AIDS; 

e Ensure, by 2005, that a wide range of prevention programmes are available in all 
countries; 

e Ensure that, by 2005, at least 90 per cent of young people aged 15-24 have access to 
information, education and services required to develop the life skills needed to reduce 
their vulnerability to HIV, and by 2010 95 per cent; 

e Reduce, by 25 per cent, the rate of HIV infection among young people aged 15-24 in the 
most-affected countries by 2005 and globally by 2010; 

e Reduce by 20 per cent by 2005 and 50 per cent by 2010 the proportion of infants born 
with HIV; 

e Enact or strengthen, by 2003, anti-discrimination and human rights protection for people 
living with HIV/AIDS and for vulnerable groups; 

e Develop or strengthen, by 2003, participatory programmes to protect the health of those 
most affected by HIV/AIDS; 

Empower women as an essential part of reducing vulnerability to HIV; 
Develop national strategies, by 2003, to strengthen health-care systems and address factors 
affecting the provision of HIV-related drugs, including affordability and pricing; 

e Make treatment and care for people with HIV/AIDS as fundamental to the AIDS 
response as is prevention. 


The Declaration of Commitment provides the world with a basis for effective political 
action and a yardstick of accountability. Indicators developed by the UNAIDS secretariat and 
co-sponsors, together with other stakeholders, will keep track of progress on all the key elements 
of the Declaration of Commitment. 


Source: UNAIDS, Report on the global HIV/AIDS epidemic, (Geneva, UNAIDS, 2002). 


(b) Interventions are cost-effective while the prevalence rate is low 


It pays to act early. The evidence is overwhelming: early and 
strategic interventions can reduce the incidence of new infections and 
be cost-effective at the same time. While the prevalence rate is low, as 
it still is in most parts of the Asian and Pacific region, the benefits of 
prevention are highest. 
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In the ESCAP region, Cambodia and Thailand have demon- 
strated that properly focused and adequately resourced early 
intervention efforts can hold the epidemic in check by averting 
millions of new infections and saving millions of lives as well as 
millions of dollars (see box IV.3). 


Box IV.3. The case of Thailand 


Thailand ranks high on the short list of developing countries whose early action and public 
policy has been effective in preventing the spread of HIV/AIDS on the national scale. 


At the heart of its early action, the national response was a massive public information 
campaign launched through the media, government and NGOs, as well as a programme to 
promote universal and consistent condom use in commercial sex. Importantly, the response was 
led by the multisectoral National AIDS Prevention and Control Committee (chaired by the then 
Prime Minister), which actively engaged NGOs and civil society. The results were dramatic. 
Fewer men went to brothels, condom use in brothels rose to more than 90 per cent, the number of 
consultations at STI clinics was reduced by 90 per cent and infection rates among army conscripts 
dropped by half in a few years. 


Importantly, public spending on AIDS prevention and control in Thailand expanded 
dramatically between 1987 and 1997, a sign of the greatly increased commitment of the Govern- 
ment. Added to this was the contribution of the private sector, which invested an additional $80 
million in 1991, for example. 


Such investments in HIV/AIDS prevention have the potential of yielding high rates of 
return since increased numbers of AIDS cases entail medical expenditures for treatment and 
hospitalization and impose a demonstrable loss to society in the form of lost output and income. 
Research has estimated the rate of return on HIV prevention efforts, based on Thailand’s efforts in 
the 1990s, to range from 12 per cent to 380 per cent annually, depending on the scenario posited. 
Looking at benefits calculated in terms of medical expenditures avoided, the rates of return range 
from 12 to 33 per cent over a 30-year period (the lower limit is an outcome of assuming growth of 
medical expenditures in line with per capita income). Moreover, if the averted income losses were 
to be included as additional benefits resulting from the reduced number of AIDS deaths (i-e., in 
addition to savings in medical expenditures), the rate of return rises steeply and then ranges from 
37 to 55 per cent. Alternatively, if the value of an averted AIDS death is considered equal to the 

_ statistical value of a life, the rates of return of HIV prevention programmes jump to 380 per cent 
per year. 


Finally, it is noteworthy that although Thailand’s prevention efforts significantly slowed the 
spread of HIV/AIDS, they did not halt the epidemic. Even as the programme gained momentum, 
HIV was already spreading into the wider population, underlying the need to sustain prevention 
efforts and adapt them to the changing patterns of an epidemic. In addition, a growing need for 
treatment and care has to be addressed. 


Source: Bloom, David E., Ajay Mahal, Jaypee Sevilla, and River Path Associates, “AIDS & economics” 
(http://www .riverpath.com/library/documents/aids_and_economics.htm) 2001. 
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Figure IV.3. Thailand: the benefits of prevention tries launched 
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had an estimated 
prevalence rate of 
10 to 20 per cent 
and lost an additional 6 million lives were it not for the interventions 
it launched early in the epidemic (figure IV.3).> The cost-effectiveness 
of its response was considerable. 


(c) The question of cost-effectiveness* 


HIV/AIDS programme costs tend to rise substantially as 
national HIV prevalence rates grow. A study in sub-Saharan Africa, 
for instance, has shown that the prevention programme costs about 
US$ 3 per person when the prevalence rate in the general population 
is below 5 per cent, but it more than triples to about US$ 10 to US$ 
12 per person once the rate exceeds 15 per cent (Bonnel 2000). 
Clearly, it makes economic as well as moral, social and political sense 
to act early. 


3 Another study suggests that if behaviours had remained unchanged at 1990 levels, 
there would have been over 12 million extra deaths as a result of AIDS in Thailand, 
cumulatively, by the year 2020, compared with current behavioral patterns (Bloom and 
others 2001). 


4 “Cost-effectiveness ratios” match programme costs against their health-related 
outcomes (such as lives saved, life-years saved, or new cases of HIV prevented). Effi- 
ciency implies that a given output is achieved at the least possible cost or that the output 
is maximized at a given cost. 
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Inaction or delayed action entails losing ever-greater numbers 
of people in the prime of their lives. It also means forfeiting income- 
earning, productive, nurturing and caregiving potential, while incur- 
ring larger expenditures on medical care, as well as suffering the 
social trauma of family and community disruption. 


While data have not been gathered on all potential inter- 
ventions, the following HIV-prevention approaches have been found 
to be cost-effective? in a number of resource-poor African countries 
(Marseille and others 2001): 


Peer education programmes have been shown to be highly 
effective in reducing transmission from and to sex workers. 
A 1991 analysis of 1,000 sex workers in Nairobi found that a 
programme of STI control and condom promotion was able 
to prevent between 8,000 and10,000 new cases of HIV infec- 
tion per year. Owing to its modest cost, the programme 
averted new HIV infections for only US$ 8 to US$ 12 each. 


A study of STI services in the United Republic of Tanzania 
found that these services had a statistically significant effect 
in lowering HIV incidence. The intervention costs were 
US$ 350 per HIV infection averted or US$ 13 per DALY 
(disability-adjusted life-year) gained.°® 


A study on voluntary HIV counselling and testing in 
Kenya and the United Republic of Tanzania found that the 
costs per HIV infection averted were US $249 and US$ 346, 
respectively, while the costs per DALY were US$ 13 and US$ 
18. The intervention was most cost-effective for HIV- 
infected people and for couples. 


Many studies have demonstrated that male condom promo- 
tion can reduce HIV transmission among vulnerable groups 
(see box IV.3). While no published studies consider it as 
a stand-alone intervention, male condom promotion is an 
adjunct to a cost-effective package of services, including 
peer education and STI control. 


A recent study analysed the cost-effectiveness of female 
condoms, if supplied to a hypothetical cohort of 1,000 
commercial sex workers in South Africa. The study found 


5 {Interventions that are cost-effective refer here to interventions that avert a high 
number of HIV infections compared with alternative uses of the same funds. 


6 DALYs are weighted to reflect quality of life and economic productivity aspects. 
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that this programme would generate net savings of US$ 
9163 or about US$ 9 per sex worker served for the public 
sector. A similar programme for people who are not sex 
workers, and who have only one casual partner, would also 


result in savings. 


The cost-effectiveness of blood supply safety programmes 
tends to vary depending on the levels of HIV prevalence 
in the service area. A 1995 study put the costs per HIV 
infection averted through screening the blood supply at US$ 
172, illustrating the high cost-effectiveness of such inter- 
ventions. 


Recent modelling of mother-to-child HIV transmission 


prevention in a hypothetical population of 20,000 pregnant 


women in a working-class urban South African population 
concluded that “short-course” ARV interventions are cost- 
effective with or without formula feeding. For example, a 
regimen consisting of a single dose of nevirapine adminis- 
tered to a mother at the onset of labour and to the child 
within 72 hours of birth costs just US$ 4 per mother-child 
pair. 


A number of studies, mostly from Australia, Canada, 
Switzerland and the United States, have demonstrated that 
various strategies to reduce the spread of HIV among [DUs 
are cost-effective (UNAIDS 2002a). A study in Belarus 
found that a comprehensive programme, including needle 
exchange, safe sex counseling, condom promotion, bleach 
and SIT referrals, costs an average of US$ 68 per HIV 
infection averted. If the costs of the free radio and press 
publicity for the programme were added, the cost per HIV 
infection averted would range from US$ 240 to US$ 442 
(Kumaranayake and others 2000). 


C. Commitment of resources to save our future 


1. An expanded and comprehensive response 


In the past few years, political commitment to respond to the 
HIV/AIDS pandemic has increased significantly. The convening of 
the United Nations General Assembly Special Session on HIV/AIDS 
in 2001 and the creation of the Global Fund to Fight AIDS, Tuber- 
culosis and Malaria are two examples of this growing commitment 
at the global level (box IV.2). At the national level, low- and middle- 
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income countries, home to over 95 per cent of people living with 
HIV/AIDS, have made important progress in HIV/AIDS strategy 
and programme development (UNAIDS/WHO 2002) 


. 


This progress has been valuable and timely. But much more 
needs to be done. A drastically expanded, comprehensive set of 
interventions is needed to reverse the course of the epidemic. Realiz- 
ing such an expanded response presents many challenges, not least 
of which are the sustained financial and political commitments that 
are required if the mandate set out in the Declaration of Commitment 
on HIV/AIDS is to be fulfilled. 


An equally important issue is timely, adequate and unhindered 
flow of available funds for programme implementation. In most 
countries, fund flows to HIV/AIDS programmes are irregular and 
inadequate. In countries such as Bangladesh, India and Nepal, 
alternative fund flow mechanisms have been set up to address 
these issues. In India, the State AIDS Control Society facilitates 
the transfer of funds from the centre to states, without being diverted 
to non-HIV/AIDS expenses and without being delayed. Lessons 
from implementation experience indicate that there is scope for 
increasing the speed and regularity of fund transfers, particularly to 
community HIV/AIDS programmes. 


2. Trends in spending show increased financial 
resources for HIV/AIDS’ 


In the early stages of the pandemic, the international commu- 
nity invested very limited resources in addressing AIDS in develop- 
ing countries. Since then, total international donor disbursements to 
affected countries for HIV/AIDS programmes have grown signifi- 
cantly, from US$ 297 million in 1996 to a projected US$ 1.8 billion 
in 2002. During the same period, national spending by Govern- 
ments and NGOs in affected countries is estimated to have exceeded 
US$ 500 million. Spending on HIV/AIDS has been increasing in 
absolute terms (figure IV.4). Based on analysis of budgets presented 
to legislatures or forecast thus far, financial resource availability is 
expected to total approximately US$ 2.8 billion in 2002 when interna- 
tional, national and out-of-pocket expenditures are taken into 
consideration. 


7 Unless otherwise stated, information for this section of the study has relied heavily 
on the UNAIDS report, “Financial resources for HIV/AIDS programmes 1n low- and mid- 
dle-income countries over the next five years” (UNAIDS /PCB(13)/02.5). 
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Figure IV.4. HIV/AIDS spending in programme countries, 1996-2001 
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Source: UNAIDS, “Financial resources for HIV/AIDS programmes in low- and middle-income countries over 


the next five years” (UNAIDS/PCB(13)/02.5). 


Figure IV.5. Regional distribution of official 
development assistance for HIV/AIDS 
in selected donor countries 


Global & interregional 


Latin America 
& Caribbean 


10.3% Sub-Saharan 


Africa 


Middle East (=n 48.8% 


Asia/Pacific 
22.2% 


Europe 
1.2% 


Source: UNAIDS, “Financial resources for HIV/AIDS 
programmes in low- and middle-income countries over the 
next five years” (UNAIDS/PCB(13)/02.5). 


102 


In terms of geographic distri- 
bution, in both 1999 and 2000 the 
largest percentage of HIV/AIDS 
assistance by international donors 
was destined for sub-Saharan Africa, 
with the Asian and Pacific region 
ranking second. Figure IV.5 pro- 
vides a geographic breakdown of 
international funding for 1999. 


An analysis of current spend- 
ing shows increased funding by 
Development Assistance Committee 
(DAC) Governments, multilateral 
institutions, national Governments 
and NGOs in affected countries. 
Furthermore, in the case of five of 
the G-7 countries and eight other 
DAC Governments, HIV / AIDS 
spending is projected to be supple- 
mented by disbursements to the 
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Global Fund to Fight AIDS, Tuberculosis and Malaria. By early 2003, 
US$ 2.2 billion had been pledged to the Fund over a six-year period, 
through 2006. 


3. Resource needs, availability and gaps 


Unfortunately, the epidemic is outstripping the burgeoning 
financial support for the global fight against HIV/AIDS. That short- 
fall is one of the biggest obstacles blocking a comprehensive 
response. It has been estimated that US$ 7 to US$ 10 billion is 
needed annually to mount such a response in low- and middle- 
income countries. Such a funding level would represent a dramatic 
increase in global resources for HIV/AIDS. Nevertheless, as the 
United Nations Secretary-General has pointed out, this amount 
would be less than the amount of money that charitable foundations 
in the United States donate annually (United Nations 2001c), and is 
equal to approximately 1 per cent of the world’s annual military 
spending (United Nations 2001d). 


Global HIV/AIDS-related spending in developing countries 
and countries in transition in 2002 was projected to total appro- 
ximately US$ 2.8 billion. That figure includes international, national 
and (individual) out-of-pocket expenditure. While this would appear 
to compare favourably with the estimated programme capacity of 
US$ 3.2 billion, it is important to distinguish between the total 
resources available for HIV/AIDS and the portion of those resources 
that are programmed directly against key interventions. 


The total funding required for all key interventions is projected 
to increase from US$ 3.2 billion in 2002 to US$ 10.5 billion in 2005 
and US$ 15 billion in 2007, if the global HIV/AIDS response is to be 
expanded to a point where the epidemic can be reversed and its 
impact significantly diminished (UNAIDS, 2002b). 


The disparity between programme capacity and funding avail- 
ability is expected to approach US$ 3.5 billion for 2003 and US$ 5 
billion for 2004. 


Not included in the estimates for future resource requirements 
are infrastructure development costs. Once these are included, 
according to the WHO Commission on Macroeconomics and Health, 
the estimated funding needed would be between US$ 13.6 billion and 


Saving our future 


103 


104 


US$ 15.4 billion for HIV/AIDS prevention and care in 83 selected 
low- and middle-income countries by the year 2007, in addition to 
what is currently being spent (WHO 2001a). 


Funding requirements by region are shown in figure IV.6. By 
2007, sub-Saharan Africa will require some US$ 5.5 billion, more than 
a third of the global requirements. South and South-East Asia will 
need some US$ 3.3 billion, about one fifth of the total. 


Figure IV.6. Global resources needed by region 
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Source: UNAIDS, “Financial resources for HIV/AIDS programmes in low- and 
middle-income countries over the next five years” (UNAIDS/PCB(13)/02.5). 


Figure IV.7 shows that, in the Asian and Pacific region, 
estimated spending on prevention and care needs in 2002 for 33 
selected countries was about US$ 1.25 billion. The required spending 
on prevention and care in 2007 for these 33 countries is estimated at 
about US$ 5.6 billion. Comparing the total needs in 2007, therefore, 
with the estimated spending in 2002, the resource gap is about US$ 
4.3 billion for these 33 countries. In other words, there is a 78 per cent 
gap between resource needs and availability for mounting an effective 
HIV/AIDS response. 
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Figure IV.7. Asia and the Pacific: Estimated (2002) and 
projected (2007) financing requirements for prevention 
orphan care and treatment (2000 prices) 
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Source: UNAIDS, “Financial resources for HIV/AIDS programmes in low- and 
middle-income countries over the next five years” (UNAIDS/PCB(13)/02.5). 


By 2007, however, all low- and middle-income countries in the 
ESCAP region would need US$ 7 billion, that is, almost one half of 
the total resource requirements (UNAIDS 2002b). 


As for the sources of funding, up to 80 per cent of the resource 
needs may have to come from international sources in Africa and 
South and South-East Asia. For the other regions, more than half and 
up to 90 per cent of the resource needs could be met domestically 
(Schwartlander and others 2001). 


D. Conclusion 


By 2010, in just 21 countries of the Asian and Pacific region 
more than 18 million new HIV infections may be expected. That 
would be a pace of infection more than twice what it is now. 


The sheer scale of the possible effects, compared with the 
tremendous benefits that can be realized if action is taken, is per- 
haps the strongest argument for action by Governments, the private 
sector and indeed all stakeholders. That action needs to happen 


now. 


The rationale for immediate action is twofold. First, early 
intervention averts more infections. Delays in achieving full imple- 
mentation of an expanded and comprehensive response would 
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Box IV.4. The case of Cambodia 


Using a United Nations model, Cambodia performed a costing exercise, in 2002 to deter- 
mine its resource requirements for HIV/AIDS programmes by 2005. The following sections 
highlight just two of the key interventions outlined in Cambodia’s National Strategic Plan 

- (NSP), which reflects the overall goals of the United Nations Declaration of Commitment. The 
costing exercise, which represents a turning point in Cambodia’s effort to tackle the epidemic, 

could be replicated elsewhere. 


(a) Treatment 


One of the treatment objectives of Cambodia’s NSP is to provide highly active 
antiretroviral therapy (HAART) to about 40 per cent of people in need by 2005. Modelling 
estimates suggest that about 26,000 Cambodians would need palliative care in that year. Since 
the cost of HAART varies greatly depending on factors such as the availability of generic drugs, 
and the non-drug cost of HAART, it was estimated for the purpose of the General Assembly 
Special Session that HAART drugs could cost as much as US$ 3,900 per year. However, in the 
final calculations, a lower cost estimate of $392 per patient per year for medications and $140 
for lab costs was used. This is less than the current cost in Cambodia, but assumes that a level 
of price discounts for drugs will continue through 2005. At present, HAART is available to only 
a very few Cambodians who need it. With a scaled-up programme, however, it is estimated 
that as many as 11,000 Cambodians could potentially have access to HAART by 2005. If this 
scale-up occurs, Cambodia would need to obtain resources of approximately US$ 5.9 million to 
pay for medication and additional laboratory costs. 


(b) Prevention 


One of NSP’s strategic objectives related to prevention services for youth is to train 20 per 
cent of all teachers in HIV/AIDS prevention each year, by 2005. The resources required for 
such youth-focused interventions include the training of primary and secondary school teachers 
in HIV/AIDS issues, as well as the cost of managing a peer education programme for out-of- 
school youth. Cambodia’s modelling exercise assumed that 20 per cent of all primary and 
secondary school teachers would receive such training every year, at a cost of US$ 35 per 
teacher trained. Furthermore, the model assumed that 30 per cent of out-of-school youth 
between the ages of 12 and 15 could be reached at a cost of US$ 8 per youth per year. The 
youth-focused interventions would therefore cost about US$ 3.1 million in 2005. 


(c) Who will pay? 


Such costing exercises have provided Cambodia with a much clearer understanding of its 
HIV/AIDS funding needs, and of the kinds of shortfalls it would have to overcome to achieve 
all the goals established in the NSP, amounting to US$ 55 million in 2005. This is a significant 
but feasible increase in new HIV/AIDS resources that international donors and the Government 
of Cambodia can together mobilize. 


Source: Steven Forsythe “Resource Requirements for Cambodia’s 2001-2005 HIV/AIDS National Strategic 
Plan” (http://oww.policyproject.com/pubs/countryreports/ACF1111.pdf, 2002). 
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reduce by half the total number of new infections that could other- 
wise be averted by 2010. Second, early intervention is cheaper. 
Money spent fighting AIDS pays for itself more than thrice over, if 
health-care costs, lost productivity and the economic value of lives 
saved are added up. 


Even if not based on the worst-case scenario, any new 
HIV infections can and should be avoided. People living with HIV/ 
AIDS do not have to die early and painful deaths, leaving behind 
mourning families, millions of orphans and social and economic 
upheavals. All that is required is for all people everywhere to be 
given the information, education, skills and full access to the ways 
they need to protect themselves and others. Treatments are available 
that can markedly extend and improve the quality of life of 
PLWHAs. In other words, societies are not powerless against the 
pandemic. 


For interventions to be implemented, resources are required. 
The resource availability for an expanded and comprehensive 
response does not match the resource needs for the growing 
epidemic. All low- and middle-income countries in the ESCAP 
region would need an estimated US$ 7 billion by 2007. Conservative 
figures suggest an 80 per cent resource gap. 


Equally important is the timely, adequate and unhindered 
flow of available funds for programme implementation. In most 
countries, fund flow to the community is less than ideal. Where 
alternative fund flow mechanisms have been considered, these 
measures have neglected the need for rapid and regular flow to 
community prevention programmes. 


As the world moves into the third decade of HIV/AIDS, the 
national and international communities have a historic opportunity 
to take advantage of growing public support to fight HIV/AIDS in 
developing countries. What is needed most urgently is the political 
will to provide adequate financial resources that can support a 
comprehensive approach which includes significantly expanded 
HIV/AIDS prevention, treatment and research. This response would 
have to be in addition to national efforts necessary to ensure food 
security and provide health and education for all. 


This region has the gift of time because the catastrophe has 


not reached the same scale as in sub-Saharan Africa. The epidemic 
will inflict untold suffering across the region unless all Governments 
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follow the lead of Cambodia and Thailand and act promptly to curb 
the spread of the disease. Citizens, especially PLWHAs, and their 
leaders throughout the ESCAP region may look back upon this time 
as the deciding moment, the opportunity when concerted efforts 
could have made - or did make — a huge difference. 
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CHAPTER V 


POLICY OPTIONS 


“Where the mind is without fear and the head is held high; 

Where knowledge is free; 

Where the world has not been broken up into fragments by narrow domestic walls; 

Where words come out from the depth of truth; 

Where tireless striving stretches its arms towards perfection; 

Where the clear stream of reason has not lost its way into the dreary desert sand of dead habit; 
Where the mind is led forward by thee into ever-widening thought and action; 

Into that heaven of freedom, my Father, let my country awake.” 


Rabindranath Tagore 
(First Asian Nobel Laureate) 


Introduction 


@). are living in extraordinary times of hope and despair. 
The fate and future of billions of lives are threatened by HIV/AIDS, a 
looming pandemic that casts a dark shadow over the Asian and 
Pacific region. It could jeopardize gains made in national health and 
education systems and eventually endanger development processes 
initiated at enormous cost. 


Governments of the region are at a crossroads. Confronted 
with the HIV/AIDS pandemic, they have to make vital choices. 
Making those choices will require leadership marked by vision and 
courage. Special mechanisms, institutions, policies, resources and a 
new process are essential elements of an adequate response to the 
challenge that the pandemic poses to the region with two thirds of 
the world’s population. 


A starting point for such a response lies in the commitments 


made by Governments of the region at international forums such as 
the International Conference on Population and Development (Cairo, 
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1994), the World Summit for Social Development (Copenhagen, 1995), 
the Fourth Women’s Conference (Beijing, 1995), the United Nations 
Millennium Summit (New York, 2000), the United Nations General 
Assembly Special Session on HIV/AIDS (New York, 2001), the World 
Summit on Sustainable Development (Johannesburg, 2002), the fifty- 
seventh annual session of ESCAP (Bangkok, 2001) and the Fifth 
Asian and Pacific Population Conference (Bangkok, 2002). Address- 
ing HIV/AIDS as a development challenge can best be achieved 
by honouring the related commitments made at those international 
forums (see box V.1). : 


An adequate response to stem the spread of the pandemic 
must cover the following policy areas: policy environment; resource 
generation and flow; institutional mechanisms; action on com- 
mitments; and scaling-up of interventions. For each policy area, 
recommendations are elaborated below. 


A. Policy environment 


1. Meeting HIV/AIDS as a development challenge: 
full mobilization of all levels of 
government and all sectors 


HIV/AIDS issues have conventionally been the domain of 
medical health specialists. However, HIV/AIDS has an impact on a 
wide spectrum of development dimensions. These include gender, 
health, education, rural development and agriculture, industry, the 
business community and labour. 


In many cases, the onset of the epidemic is precipitated by 
poor performance in key development sectors, such as health and 
education. Once triggered, the epidemic in turn affects the course of 
development. 


Basic factors in its onset and spread, such as lack of health 
facilities and services for disadvantaged groups, limited educational 
opportunities and gender inequality must be addressed. At the same 
time, the proximate factors must also be dealt with in a compre- 
hensive manner. These proximate factors include lack of knowledge 
and awareness, non-availability of condoms and lack of access to 
treatment for HIV/AIDS and STIs, clean needles and syringes, and 
safe blood and blood products. 
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Box V.1. Selected millennium development goals and the effect of HIV/AIDS 


_— eee 


Millennium I 
E mpact of AIDS on progress 
development goals iffect of HIVIAIDS towards the goals 


Reduce income AIDS increases consumption needs and Will slow or reverse progress towards 
poverty: Halve, by depletes household assets. Labour losses the goal. For example, in Burkina 
2015, the share of the — reduce income. Can push household Faso the proportion of people living in 
world’s people whose incomes down by 80 per cent. Increases poverty is projected to increase from 
income is less than household poverty. Weakens public 45 per cent to nearly 60 per cent by 
one dollar a day. infrastructure needed to reduce poverty. 2010 as a result of HIV/AIDS. 

The poverty impacts may be Survival with HIV makes this a critical 
Reduce hunger: intergenerational. Illness, reduced goal, while AIDS makes it more 
Halve, by 2015, the incomes, lower productivity of subsistence difficult to achieve owing to reduced 
proportion of people agriculture and crop shifts increase food food availability, access, intake and 
who suffer from insecurity, especially for women and absorption. Studies in Thailand have 
hunger. children. Quality of diet important for found that food consumption in 


improved survival, but more difficult to affected households falls by 15 to 30 
secure owing to illness. per cent. 


Increase access to safe Illness, increased labour demands for Loss in household resources and 
water: By 2015, halve caring and lost labour reduce time for labour time make easy access to safe 
the proportion of collecting water, especially for women. water critical. The epidemic will slow 
people who are unable Human resource losses and costs in or reverse progress towards this goal. 
to reach or afford safe water supply services affect delivery and 


drinking water. increase the cost of services to households. 


Universal primary Education supply threatened by teacher In the worst-affected countries, 


education: By 2015, absenteeism and deaths. Children from education quality and enrolment, 
ensure that boys and __ households facing lost income and especially among the most 
girls will be able to demands for caring fall out of school. vulnerable groups, have already been 
complete a full course Households and schools face increased reduced. For example, in the Central 
of primary schooling. stress. Education, especially for girls, African Republic and Swaziland, 
is critical in preventing infection and school enrolment is reported to have 
delaying the onset of sex. fallen by 20 to 36 per cent owing to 


AIDS and orphanhood. 


Improve child health: Infant and child mortality will continue Without action the target will not be 


Reduce under-five to increase for the next decade, and met and in some countries there will 
child mortality by two _ possibly longer, owing to mother-to-child be a deterioration over the period. 

thirds of its current HIV infection and the more general For example, under-five mortality in 
rate by 2015. poverty-creating effects of the epidemic. South Africa will increase to 160 per 


1,000 live births by 2010, instead of 
falling to 44/1,000 (as per the millen- 
nium development goal) by 2015. 


Achieve gender Girl children are more likely to be kept Goal cannot be met in seriously 
equality: Ensure that —__ out of school to provide care or when affected countries. In some of the 
girls and boys have resources are limited. Women take on worst-affected countries, nearly 50 per 
equal access to all greater burdens of caring and face greater cent of children who lose their parents 
levels of education. economic insecurity when wage earners to HIV/AIDS drop out of school. The 


- fall ill. While gender equity (social and majority of them are girls. 
economic) is a critical factor in reducing 
risk, AIDS exacerbates burdens on women 
and gender inequalities. 
anne nc 


Source: Hakan Bjorkman, “HIV/AIDS and poverty reduction strategies”, Policy Notes, August 2002 (New 
York, UNDP, 2002). 
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The HIV/AIDS pandemic must therefore be addressed as a 
development challenge. The national response to the HIV/AIDS 
epidemic must include three dimensions: (a) measures to address 
its basic causes, (b) provision of preventive health care and (c) 
programmes for the care and mitigation of the impact of HIV/AIDS 
on PLWHAs and their families. These are summarized in figure V.1. 


Figure V.1. Meeting HIV/AIDS as a development challenge 
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Source: Adapted from Jacques du Guerney and Lee-Nah Hsu, Early Warning Rapid Response System: HIV 
Vulnerability Caused by Mobility Related Development (Bangkok, UNDO/UNOPS, July 2000 p. 2.). 


The national response should therefore include the following 
components: 


e Intensification of education, health and food security efforts, to 
achieve progress on the unfinished development agenda, 
including poverty reduction strategies. ! 


1 The millennium development goals of the United Nations, adopted by the United 
Nations General Assembly in September 2000. See Bjorkman (2002) for a commentary. 
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e Effective integration of HIV/AIDS concerns into national 
development planning, sectoral plans and poverty reduction 
strategies, as well as into all ministries directly involved 
at the front line of development, such as finance, health, 
education, rural development, agriculture, industry and 
transport, to accelerate the development process and tackle 
the HIV/AIDS epidemic. 


e Support for greater social mobilization efforts to accelerate the 
development process in general and tackle the spread of the 
epidemic in particular. 


e Action on the economic empowerment of women and gender 
equality as a national priority in the fight against HIV/AIDS. 


Expansion of policy and public action to provide a robust health 
delivery system that works for the prevention of HIV/AIDS and 
promotes compassion and care for PLWHAs, as well as to minimize 
stigma and discrimination against PLWHAs and their families. 


2. Establish a planning system 


To meet the challenge of HIV/AIDS, a system of planning 
should be established. The system may be composed of a national 
plan and sectoral plans for all ministries at the central (federal) level 
and state or provincial plans, wherever applicable. 


In that regard, the planning process must be informed by the 
following essential principles of planning, as matters of both policy 
and practice: 


e Planning for action on HIV/AIDS issues must be pursued 
at all levels, be strategic and long-term and deal with the 
factors that trigger the epidemic, as well as those that fuel 
its spread.” 


e The planning process has to provide a participatory platform 
for achieving a higher level of synergy among ministries, 
departments and sectors, in tackling the epidemic through a 
multiministerial approach. 


2 The strategic plan to fight HIV/AIDS prepared by the Royal Government of 
Cambodia contains valuable lessons. See United Nations Country Team in Cambodia 
(2002). 
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e The national strategic plan, as a matter of policy, should be 
predicated on the participation of all stakeholders, including 
PLWHAs, groups with high-risk behaviours and community 
representatives.° 


e A successful strategy to meet the HIV/AIDS epidemic 
includes the:* 


— Assessment of ministry capacity to anticipate the 
onslaught of the epidemic and prepare for it accordingly. 


— Assessment of levels of HIV awareness and knowledge 
among workers in the respective sectors under the 
ministry and any productivity loss that might be asso- 
ciated with an HIV/AIDS epidemic. 


— Recruitment and training of staff to deal with HIV/AIDS 
issues in the areas of responsibility under the purview of 
the ministry, including workforce morale as the epidemic 
hits sectors and support for victims of HIV/AIDS. 


— Monitoring, on an ongoing basis, the impact of HIV/ 
AIDS within the ministry/departments, through internal 
and external assessments, to identify remedial responses 
within the remit of the ministry. 


— Developing ministry-specific impact assessment and 
responses that are synchronized with those of other 
ministries and departments. 


3. Focus on preventive and promotive health care, with 
special attention to HIV/AIDS 


Within the health sector, the response has to be multidimen- 
sional. 


A clear policy is required to develop preventive and _ basic 
health services for hard-to-reach groups, such as sex workers, IDUs 
and MSMs. That clear policy has to have sufficient safeguards for 
the delivery of health services to these groups through the regular 
health-care infrastructure. Such a policy must also be based on a 
pragmatic approach to the implementation of laws to create space for 


3 The national plan developed by the Royal Government of Cambodia to deal with 
the HIV/AIDS epidemic has adopted this approach. 


4 The tools developed by the Government of South Africa provide a_ useful 
reference. 
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the delivery of health interventions to groups such as sex workers 
and their clients, [DUs and MSMs. These interventions can be imple- 
mented through outreach programmes and as part of overall commu- 
nity development, in partnership with civil society organizations 
working with and for disadvantaged communities. 


A separate policy is required to develop special health services, 
including intervention programmes on HIV/AIDS prevention, for 
groups of reproductive age who are as yet not catered for by any 
such interventions. Those groups include young women and men, as 
well as migrant and mobile populations, many of whom are young 
anyway. A largely neglected group that requires policy consideration 
is the prison population. Another group that warrants policy atten- 
tion is older persons. 


A mandatory policy is also required for HIV/AIDS prevention 
among formal and informal sector workers. The policy of providing 
health care to employees in the public and private sectors must 
include integration of STI treatment, preventive health-care services 
for HIV/AIDS and client-friendly programmes for PLWHAs. These 
must be incorporated into all health safety-net programmes for 
employees in workplaces. 


To be effective in meeting the challenge of HIV/AIDS, the 
policy of basic health-care service provision must be considerably 
strengthened. The strengthened policy should include the following 
components: 


e Maintaining the national health infrastructure and health 
delivery system at a high level of efficiency, with a stronger 
service and user orientation, to meet the challenges of HIV/ 
AIDS. The challenges include coping with the additional 
strain of preventing HIV/AIDS and caring for those who 
are living with HIV. 


e Incorporating HIV/AIDS prevention measures into existing 
health services and removing barriers to ensure wide access 
to preventive health-care services. 


e Enhancing the “user-friendliness” of health services, includ- 
ing through the introduction of gender-sensitive, especially 
girl- and women-friendly, STI services and antenatal 
programmes. 


e Improving the general availability and affordability of health- 
care facilities for voluntary counselling and_ testing for 
detection of HIV/AIDS and protection for the rights of 
those tested. 
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Upgrading staff capacity to deal with the epidemic as a high 
priority. 
Providing prophylactic treatment to health workers, who may 


suffer from “needlestick” injuries and other opportunistic 
infections. 


To have comprehensive preventive health care for PLWHAs, 
the following components are required: 


Policy of public funding of research on, and assistance in, the 
development of HIV/AIDS preventive vaccines that are best 
suited to Asian and Pacific conditions. 


A wide spectrum of measures to prevent the spread of HIV 
infection among vulnerable groups. These include preven- 
tion fundamentals, such as a strong focus on young people. 
Also included are promotion of condom use as a simple 
and effective prevention measure, use of clean needles 
and syringes, provision for treatment of IDUs, and measures 
to ensure the availability of safe blood and blood products. 


A better understanding of the main modes of HIV trans- 
mission and wider social acceptance of PLWHAs, not only 
among decision makers, but also at all levels of society, are 
central to mobilization for action against stigma and 
discrimination. 


Improvement of the design and coverage of current efforts, 
to reach wider geographic areas and more vulnerable 
groups. 


Steadfast support for the development of women-friendly 
HIV preventive measures that enable women to strengthen 
their autonomy and their ability to negotiate for safer sex 
and to protect themselves from HIV/AIDS, including 
through the development of better female condoms and 
microbicides. 


4. Strengthen the integral link between 
prevention and care-treatment-support 


Preventive and promotive health care, as well as care, treatment 
and support, have to be part of a continuum in dealing with the 
HIV/AIDS epidemic. It is therefore imperative that care, treatment 
and support for PLWHAs form an essential part of a national 
response to HIV/AIDS, with prevention as its long-term foundation. 
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It is also important that user-friendly services be made 
available for vulnerable groups and for PLWHAs. A conducive 
environment must also be created for easier access to those services. 
The services include the provision of condoms, clean needles and 
syringes, safe blood and blood products, voluntary counselling and 
testing, and the treatment of sexually transmitted infections. 


5. Guarantee equitable access to antiretroviral treatment 
(ART) and other HIV-related medicines 


Guaranteed equitable access to HIV-related drugs, especially for 
the poor in developing countries of the region, has to be an essential 
component of the national response, which should include, but not 
be restricted to, the following actions: 


e Expand the development and production of ART so that 
cheaper and more easily administered ART can be made 
more widely available. 


e Increase, through government pharmaceutical industry 
action, the availability of affordable drugs, including drugs to 
treat opportunistic infections. | 


e Engage in WTO negotiations, consistent with the agreement 
reached at the Ministerial Meeting at Doha in 2001, to 
exempt from national legislation governing intellectual 
property rights the patenting of life-saving drugs, such as 
ARVs, that directly affect PLWHAs. 


e Utilize fully the exemptions from patent protection of 
life-saving drugs such as ARVs, which are open to least deve- 
loped countries until 2016, and permissible under the WTO 
Agreement on Trade Related Intellectual Property Rights. 


e Reform national legislation to achieve the lowest prices for 
good-quality pharmaceutical products required to meet the 
challenge of HIV/AIDS and ensure that Governments are 
able to use the flexibility permitted under WTO. 


6. Act with political courage, 
statesmanship and sagacity 


To guide nations in crisis, Governments in the region will have 
to make a strong political commitment and demonstrate political 
will. To accomplish that, Governments must adopt a policy directed 
towards: 
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e Breaking the silence: Although the pandemic has reached 


serious proportions, a veil of secrecy shrouds the epidemic. 
In the early stages, when the virus is in its latency, there is 
little public discussion on the epidemic and related issues. 
This silence kills. Governments must protect the people 
from the epidemic by publicly acknowledging the existence 
of the HIV epidemic. Governments in the region have to 
break the silence around HIV/AIDS in general and groups 
such as MSMs in particular. 


Devising a national response: Since HIV/AIDS yields to 
concerted interventions and the modes of transmission are 
known, focusing HIV prevention efforts on vulnerable 
groups has reduced the transmission of HIV to the general 
population in many countries. However, such a response 
cannot halt the spread of the epidemic in the long run. To 
halt the epidemic, a comprehensive response is absolutely 
necessary. 


In a comprehensive national response, there must be specific 
interventions that address the diverse needs of all vulner- 
able groups. Thus, for example, while exchange of needles 
and detoxification have to be provided for [DUs, interven- 
tions, such as sex education in schools and the provision of 
condoms in a user-friendly environment that specifically 
targets young people, must be separately mounted. The 
cost of interventions should not be used to justify inaction 
on programmes for young people, who are numerous in 
most Asian and Pacific countries. Chapter III discusses 
interventions which are considered essential to an expanded 
response and are included in most existing national 
programmes. 


Sequencing and flexibility: The national response must recog- 
nize that certain groups such as sex workers, IDUs, MSMs 
and migrant workers are among the first to be affected 
at the early stages of an HIV epidemic. Governments, as a 
matter of policy, must target such groups early on to stop its 
spread and minimize suffering. These groups also suffer 
from negative stereotyping, both because they tend to be 
the first to acquire the virus and because their behaviour is 
often deemed illegal. For interventions to reach them and 
for them to access services, it is necessary to foster a more 
conducive policy milieu. 
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e Interpretation of laws and their implementation must be 
consistent with this conducive milieu:’ In place of a tough legal 
approach that criminalizes vulnerable groups, such as IDUs, 
MSMs and sex workers, a prevention approach that encou- 
rages the participation of these groups in intervention 
programmes would yield significantly better results. 


e Transcending misconceptions: The challenge to Governments 
in the region is to adopt policies that initiate interventions 
that seem to be politically controversial and socially sensi- 
tive, but that have the highest impact. Governments need 
to transcend misconceptions that working for vulnerable 
groups (e.g., sex workers, MSMs and [DUs) would reflect 
negatively on the Government and the country.° Yet the 
political executive must make such essential decisions for 
early prevention boldly and with foresight. It is noteworthy 
that leaders of countries and their Governments which had 
taken such bold decisions in the past have earned wide- 
spread national support and international acclaim.’ 


B. Resource generation and flow 


1. Ensure adequate resources for implementing 
the national HIV/AIDS response 


It is crucial that domestic resources be secured for an effective, 
sustained and countrywide response, with essential coverage of 
areas, bridge populations and vulnerable groups. Increases in the 
flow of international resources, such as from the Global Fund to Fight 
AIDS, Tuberculosis and Malaria, may be sought to meet the shortfall 
in resources for a sustained national response. 


Domestic resource generation needs to be buttressed by the 
following actions: 


5 In Thailand, for example, although commercial sex is illegal, the distribution of 
condoms in all the brothels in the country has been sanctioned by the State. 


6 For example, initiating sex education in schools and widespread distribution of 
condoms may be misinterpreted as promoting promiscuous behaviour among younger 
people, adding to pemissiveness in society. 


7 Brazil, Cambodia, Senegal, Thailand and Uganda are examples. 
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e Encouraging all agencies involved in meeting the challenge 
of the HIV/AIDS epidemic to raise resources, internally and 
externally.® 


e Harness community resources to combat the epidemic at the 
local level.” 


e Explore novel ways of generating resources, including 
through reductions in non-development public expenditures, 
such as from savings on war and war preparedness 
expenditures, to free resources for fighting the epidemic, in 
consonance with the spirit of the United Nations Secretary- 
General’s question, “If you can mobilize resources for war, why 
can’t you mobilize resources for life?” 


2. Mobilize full corporate sector 
potential to operationalize the national 
HIV/AIDS response 


The corporate world has undergone a radical transformation 
over the past decade. Corporate citizenship is now an essential 
element of contemporary corporate identity. The strength of modern 
corporations in research and resources is phenomenal. With the 
growing number of corporations in the region, it is strategic and 
mutually beneficial for Governments to build partnerships with the 
corporate sector to fight the spread of HIV/AIDS. 


Governments can create a conducive environment for the 
corporate sector to discharge its social responsibilities and demon- 
strate good corporate citizenship’ by: 


8 There are several examples of development-focused resource mobilization by 
subnational-level entities. Lessons can be drawn from the experiences of the Self Em- 
ployed Women’s Association (GSEWA), Ahmedabad, India, set up in 1972 (SEWA n.d.) the 
Orangi Pilot Project on urban development (1980-1993), Karachi, Pakistan (ESCAP n.d.), 
and the Bangladesh Rural Advancement Committee, Dhaka, Bangladesh, set up in 1972 
and subsequently renamed as only BRAC, Bangladesh. 


9 There are several instances of significant community responses in resource mobili- 
zation during times of calamity. For examples see UNDP (2001a). 


10 The Bill and Melinda Gates Foundation, in the United States, the Prince of Wales 
International Business Leaders Forum in the United Kingdom, and the Naandi Founda- 
tion in India are examples of public and private sector partnerships that focus on critical 
development issues, such as HIV/AIDS and poverty. 
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e Playing a stronger role in the national HIV/AIDS response. 
e Generating resources to supplement State efforts. 


e Implementing HIV/AIDS workplace _ intervention pro- 
grammes. 


¢ Supporting treatment and care for employees living with 
HIV/AIDS. 


Modern corporations could be urged to play an expanded role 
in the HIV/AIDS response through measures such as the following: 


e Promote research to develop vaccines against HIV and drugs 
for the treatment of HIV/AIDS," and opportunistic infec- 
tions. 


e Evolve a code of conduct by which the corporate sector 
itself can help to ensure that the interests of PLWHAs take 
precedence over strictly “for-profit” business decisions.” 


3. Encourage the formation of a donor consortium 
to fight the spread of HIV/AIDS in the 
Asian and Pacific region 


International and bilateral donor agencies are allocating more 
resources (in absolute terms) for combating HIV/AIDS. Each agency 
has its own goals and objectives. As national responses increasingly 
deal with HIV/AIDS as a development issue, it is critical that donors 
share this development perspective. 


Without an alignment of the goals and objectives of the donor 
community with national responses, resource flows may not synchro- 
nize well with national objectives. Governments in the region should 
thus engage in dialogue with donor agencies to encourage the 
formation of a donor consortium. An important feature of such a 
consortium would be a common HIV/AIDS framework for efficient 
resource utilization that would be effective in supporting national 
priorities and stopping the spread of HIV/AIDS in the region. 


Il Research by Ranbaxy Laboratories Limited, India, for the treatment of HIV/ AIDS, 
and by VaxGen, United States, are examples of corporate sector good practice that inspire 
hope. 

12 The codes of conduct adopted by the medical profession and the Bar Associations 
in many countries for regulating the conduct of their own members have long existed. 
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4. Make special provisions for the 
smooth flow of funds 


Resource mobilization is critical. Effective resource deployment 
is equally critical. The all-too-common experience of a delayed flow 
of funds hampering relief needs to be reversed. Governments may 
therefore consider the following actions: 


e Put in place regulations and practices for the speedy transfer 
of funds and the disbursement of HIV/AIDS resources to 
executing and implementing agencies, in order to expedite 
their timely receipt and utilization. 


e Create, where necessary, new channels for expeditious fund 
transfer and set up autonomous institutions to facilitate the 
receipt and disbursement of funds. 


e Engage civil society organizations and other participatory 
platforms’ in the implementation of action plans on tack- 
ling the epidemic. 


C. Institutional mechanisms 


1. Locate the national HIV/AIDS focal point in the 
office of the head of Government/State 


For some countries, HIV/AIDS is a national emergency. For 
others, if prevention efforts are not significantly scaled up and made 
more comprehensive, it could become a national emergency. Either 
way, there is no room for complacency in the Asian and Pacific 
region. 


The location of the national focal point for HIV/AIDS is a key 
indicator of the degree of support that it has from the highest 
authority in the land and its scope for effective action. When the 
head of Government/head of State is the focal point, as is the case 
in all emergencies,'* a strong political message is conveyed that 
action on HIV/AIDS has full national backing. 


13° The World Bank’s District Poverty Initiative Project, implemented in Andhra 
Pradesh, India, adopted an approach whereby funds were channelled through an autono- 
mous society. Implementation of AIDS control programmes in the various states in India, 
through state AIDS control societies, is another example. 


14 With the Prime Minister of Thailand as Chairperson of a similar committee, dra- 
matic results were achieved. 
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Clear horizontal coordination across ministries can facilitate 
optimal resource deployment. This is possible only when the 
national focal point for HIV/AIDS is in the Office of the Head of 
Government/Head of State. Locating the national focal point in 
that Office signals to all ministries and government departments 
that HIV/AIDS ought to receive the highest consideration. Thus, 
it is extremely important to locate the national HIV/AIDS focal 
point under the direct leadership of the Prime Minister or the 
President.!° 


2. Constitute a national committee 
of ministers 


An effective national response to the HIV/AIDS epidemic as a 
development issue has to be multiministerial (involving all relevant 
ministries) and multisectoral (involving government, non-govern- 
mental and corporate sectors). It has to have direct inputs from key 
ministries. The responsible ministries must also ensure that there is 
a smooth integration of the inputs into a cohesive national response. 
Each ministry must be held accountable, both internally and exter- 
nally, to its counterparts in government. This may be realized 
through an inter-ministerial committee. 


The committee may be composed of relevant ministries, 
such as health, education, finance, planning, urban and rural devel- 
opment, agriculture, information and broadcasting, industry and 
transport. It may be chaired by the head of Government/head of 
State and have the powers needed to ensure the development and 
implementation of a comprehensive national response to the 
epidemic. 


3. Decentralize implementation of the 
national response 


The national response to HIV/AIDS must also be multilevel. 
Ministries have a multilevel reach, often in different locations, 
starting from the national level to the provincial and local levels. 


1S Developing countries that are successful in tackling the HIV/AIDS epidemic had 
their prime ministers/heads of State as leaders of the national AIDS programme, such as 
in Brazil, Cambodia, Senegal, Thailand and Uganda . 
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By definition, the national response to HIV/AIDS will also be an 
ensemble of constituent elements. For the best results, the response 
must be operationalized at different levels and be based on the 
principle that different layers of the national response are imple- 
mented by the agency which can best implement them or at the 
level at which they can be more effectively implemented.'° 


Furthermore, the national response must be sufficiently 
dynamic to allow for community-, local- and _provincial-level 
variations. At the implementation stage, it must adequately reflect 
local needs and prioritie, and be subsumed under the national 
response. 


The national response must also be invested with admini- 
strative and financial flexibility, through delegation of authority and 
resources to implementing agencies, including personnel at different 
levels. This would ensure speedy implementation and rapid 
responses, wherever necessary. 


4. Facilitate a wide network to implement 
the national response 


The HIV/AIDS pandemic calls for highly diversified national 
responses. Various agencies and development actors, each with a 
comparative advantage and operating in diverse environments, can 
ensure efficient implementation of the national response. The 
implementation of the national response has to be entrusted to those 
agencies that have the greatest comparative advantage. Such 
agencies include government institutions, civil society groups and 
the corporate sector. This would be consistent with the decen- 
tralized implementation schemes suggested above. 


5. Re-engineer government processes 


Establish social auditing of HIV/AIDS programmes: Govern- 
ments must identify institutions and organizations for conducting 
social audits of responses to HIV/AIDS issues and entrust them 
with the responsibilities and resources for this. To guarantee that the 


16 The experience of the State AIDS Control Societies in different states in India is 
an example in point. See Government of India, Ministry of Health and Family Welfare 
Annual Report 2001-2002 (Government of India, 2002). 
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social audits are participatory, Governments must ensure the active 
involvement of PLWHAs and community members. The audit 
results must be disseminated to the public to improve transparency 
and accountability. 


Governments must also establish and strengthen a credible 
system to monitor and evaluate the national response under the 
national committee of ministers. Furthermore, steps should be taken 
to foster a culture of taking prompt corrective action based on moni- 
toring and evaluation. 


D. Action on commitments 


1. Implement commitments made in 
United Nations forums 


Governments of the ESCAP region have committed them- 
selves to fighting the HIV/AIDS pandemic. Recent commitments 
include those made at the fifty-seventh annual Commission session 
and the United Nations General Assembly Special Session on HIV/ 
AIDS (2001). Regular review of achievements and lessons learned 
in implementing international commitments would provide infor- 
mation for further work. Based on such reviews, Governments 
should initiate action plans to complete the unfinished agenda of 
earlier commitments made to tackle HIV/AIDS, within a set time 
frame. 


2. Strengthen regional cooperation for 
tackling HIV/AIDS issues 


HIV/AIDS is a pandemic that respects no borders. The 
response of the United Nations has to be commensurate with the 
scale of this menace. Countries in the region have developed a wide 
range of expertise and have had varying levels of success in dealing 
with the epidemic. There is an urgent need to pool expertise and 
forge a regional alliance to work on HIV/AIDS issues. Sharing 
knowledge and resources and fostering a stronger sense of a common 
regional commitment to tackling the HIV/AIDS pandemic have to be 
essential components of any regional cooperation. Special attention 
has to be paid to issues that have particular significance for the 
region such as mobility, migration and trafficking. 
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E. Scaling-up of interventions 


The region abounds in small-scale projects and programmes 
that have demonstrated success in responding to the HIV/AIDS 
epidemic and mitigating its impact. There has been commendable 
work by government agencies and civil society organizations. Expe- 
rience shows, however, that unless the interventions are scaled up, 
the epidemic will not be halted. 


Build on the gains achieved 


Governments in the region must meet the following necessary 
and sufficient conditions to build on the gains achieved and scale up 
interventions to the national level. 


The conditions necessary for meeting the challenge are as 
follows: 


e Earmark funds for adequate investments to cover interven- 
tions for vulnerable groups, in addition to investments in 
other development sectors. 


e Ensure the provision of an acceptable minimum level of 
preventive and promotive health care services, with critical 
coverage of target population groups. 


e Create an enabling environment for those who are 
especially vulnerable to the epidemic to access services and 
facilities without any fear of discrimination and dire conse- 
quences. 


It is also imperative that the following conditions for meeting 
the challenge be met: 


e Clear political commitment at all levels to efficient resource 
mobilization and utilization. 


e Strong political will to support and sustain policies and 
measures to tackle the epidemic, especially if they have a 
bearing on sensitive issues, such as the provision of health 
care to IDUs, sex workers and MSMs. 


e A policy environment that addresses the epidemic as a 
development challenge, with interventions for tackling 
the epidemic that benefit young people and the poor in 
particular. 
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e Government agencies, civil society groups, community- 
based organizations must have the capacity and other insti- 


tutions, to implement plans for dealing with the HIV/AIDS 
epidemic. 


F. Epilogue 


The Asian and Pacific region holds the key to the future of the 
HIV/AIDS pandemic. Governments of the region have a window of 
opportunity to act now and save millions of lives. Immediate action, 
at the highest decision-making levels, could protect the very people 
that Governments serve. Timely action can also prevent the unra- 
velling of the region’s economic and social gains. To safeguard our 
common future and that of the generations to come, great investments 
are required now, even in low-prevalence countries. 
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